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... rigidity, tremors, and contractures — all 
respond to the long, cumulative action of 
COGENTIN (a bedtime dose often controls 
symptoms for 24 hours'). COGENTIN also 
exerts “a highly selective action against... 
fixed facies, dysphonia, dysphagia, faulty 
f posture, muscle cramps, and ‘freezing’ of 
the legs.”? Parkinsonism due to tranquilizer 
therapy “is easily alleviated by COGENTIN,’’® 
even after other drugs fail.‘ 


Dosage: Dosage must be individualized. In arteriosclerotic, 
idiopathic, or postencephalitic parkinsonism, the usual dos- 
age is 1 to 2 mg. daily, with a range of 0.5 to 6 mg. daily. 
In parkinsonism induced by phenothiazines or rauwolfia 
compounds, the recommended dosage is 1 to 4 mg. once or 
twice a day. 

Additional information on COGENTIN is available to physi- 
cians on request. 

Now available: Injection CoGENTIN, 1 mg. per c¢., ampuls 
of 2 cc. Also available: Tablets CoGENTIN (quarterscored), 
2 mg., bottles of 100 and 1000. 

References: 1. A.M.A. Council on Drugs: New and Non- 
official Drugs 1959, Philadelphia, J. B. Lippincott Company, 
1959, p. 252. 2. Doshay, L. J.: J.A.M.A. 162:1081, 1956. 
8. Ayd, F. J.: Clin. Med. 6:887, 1959. 4. May, R. H.: Am. J. 
Psychiat. 116:360, 1959. 

COGENTIN is a trademark of Merck & Co., Inc. 


s MERCK SHARP & DOHME 
Division of Merck & Co., INc., Philadelphia 1, Pa. 


















for unmatched tolerance and optimal absorption 
in all iron deficiency anemias ——— and especially 
when iron absorption is defective... 





WITH VITAMIN G 


MOL-IRON is well tolerated by 97.9% of patients. !-!0 In contrast, 22.4% 
of patients receiving ferrous sulfate and other forms of iron show g.i. side 
effects. MOL-IRON is not just an ordinary iron salt. MOL-IRON is a spe- 
cially processed, co-precipitated complex of ferrous and molybdenum salts. 
VITAMIN C is nowadded to MOL-IRON because —‘‘Optimal absorption of iron 
is best assured by administering it in the ferrous form with ascorbic acid...’"!! 
Each tablet contains: MOL-IRON (ferrous sulfate 195 mg., and molyb- 
denum oxide 3 mg.) plus Ascorbic acid 75 mg. Bottles of 100. Dose: 1 
or 2 tablets t.i.d. White Laboratories, Inc., Kenilworth, New Jersey 











Proven 


in over five years of clinical use 


Effective 


FOR RELIEF OF ANXIETY 
AND MUSCLE TENSION 


Outstandingly Safe 


Simple dosage schedule produces rapid, 
predictable tranquilization without unex- 
pected excitation. No cumulative effects, 
thus no need for difficult dosage readjust- 
ments. Does not produce ataxia, change in 
appetite or libido. No danger of hypoten- 
sion, depression, Parkinson-like reactions, 
jaundice or agranulocytosis. Does not im- 
pair mental efficiency or normal behavior. 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


(i) WALLACE LABORATORIES / New Brunswick, N. J. 
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Bathsheba at her toilet 
by Rembrandt. 





a pleasant way to treat dry, itchy skin 





lph : 
water-dispersible, antipruritic oil for-the bath or shower 


Alpha-KERI makes dry skin feel soft and smooth immediately. It effectively deposits a uniform, partially- 
occlusive oil film over the entire skin area. Alpha-KERI lubricates the skin, relieves itching and restores the 
protective action of natural skin oils lost by the action of water, weather and detergents. It moisturizes the 
skin and also helps to retain moisture by retarding evaporation of water. Alpha-KERI contains: Kerohy- 
(of d (emma o) ¢-lale Mme) Mme l-l\\7-b.¢-\e Pme)] Ex-yo)|0] 0) (<n ¢cl ec} UU abraateli-d0]ap4|ayoamie-(eid(olamme) mm r-lale)|(aMmmaalial-1¢-]@me)] pume-lale M- BJ el -el[-] 
lalelallelalrom-lealbli-yhilcl@mualloalm e)ce)le(-t- egl-wuats4ah @r-]aalele] al ame)am 7-)¢-1ameli-)e1-1a-1] e)] (haan celame) ol dlanlelaaimee)U-1e-1-4-me) meal 
skin with emollient oils. Alpha-KERI oil may be used in the bath, in the shower, for sponge bathing and 
for infant baths. It can also be used for skin cleansing where soap is contraindicated. Alpha-KERI oil is 
tinted an attractive green color and pleasantly scented. Bottles of 8 fl. oz. Write for samples and literature. 

Westwood Pharmaceuticals, Buffalo 13, New York 
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‘Treatment of the Aged Mentally Ill 


NATHAN G. MANDEL 


International Association of Gerontology—Fifth Congress: 


Preliminary Program 


Departments 


Looking Forward 413 Current Comment 
Book Reviews 86A_ Digests from Current Literature 


Editorials 110A Activities and Announcements 





INFORMATION FOR AUTHORS 


The editors of Geriatrics invite physicians to submit original 
papers in the field of geriatric medicine. Interest and value to the 
practicing physician are paramount. 

Manuscripts should be typewritten, double spaced. Recommended 
length is from 3,500 to 5,000 words. Authors’ full names, academic 
or professional affiliation, and complete addresses should be in- 
cluded. No more than three names should be listed. Credit to con- 
tributing workers may be given in a footnote. 

Titles should consist of 4 to 6 words. References should be kept 
to not more than 20 citations and should be typed on a separate 
sheet. Both journal and book references should follow the style of 
the Index Medicus. References are to be numbered and listed con- 
secutively as they appear in the manuscript. A summary of 40 to 
60 words for use at the head of the article should accompany the 
manuscript. 


GERIATRICS encourages the use of illustrations. Art work and 
photographs must be clear, sharp, and suitable for good reproduc- 
tion. Each illustration should be fully identified with author’s name 
and with figure number and should be accompanied by cutlines num- 
bered to correspond. Tables must be well organized, clear, and 
accurate, and each should be typed on a separate sheet. 


Galley proofs and reprint order cards will be submitted to the 
senior author well in advance of publication date. Manuscripts 
should be directed to the Editorial Department, Gerrarrics, 84 South 
Tenth Street, Minneapolis 3, Minnesota. 
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relieves the persistent 
pain of arthritis 


QUALITY / RESEARCH / INTEGRITY 





DARVON COMPOUND 


(dextro propoxyphene yund, Lilly) 


Darvon Compound combines the analgesic action of Darvon® 
with the anti-inflammatory and antipyretic benefits of A.S.A.® 
Compound. When inflammation is present, Darvon Compound 
reduces discomfort to a greater extent than does either analgesic 
given alone. 


Usual dosage: 1 or 2 Pulvules® three or four times daily. 
Also available: Darvon, in Pulvules of 32 and 65 mg. 


Darvon® (dextro propoxyphene hydrochloride, Lilly) 
A.S.A.® Compound (acetylsalicylic acid and acetophenetidin compound, Lilly) 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 


020220 
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SEARLE 


INSTANT MIX METAMUCIL 


Psyllium hydrophilic mucilloid with citric acid and sodium bicarbonate 
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just pour powder 
from 
one packet 


cy 

each packet is equivalent to 

one rounded teaspoonful of 
Metamucil powder 


GS. DB. SEARLE 
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add cool water 
slowly... 
it’s instantly mixed 


all the advantages of 

smoothage therapy in 

the relief and correction 
of constipation 


6 
stimulates normal peristalsis 
e 
induces natural elimination 
& 
promotes regularity 
e 


keeps stools soft and 
easy to pass 
© 
avoids harsh laxatives or 
purgatives 
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and it’s 


EFFERVESCENT | 


e 
convenient, premeasured- 
dose packets 
e 


delightful r-*'4 lemon flavor 


INSTANT * A METAMUCIL 
16 Packets 


Gaicago SO, Ililinois 











TOTHE JUNE ISSUE 


In dosages of 3 gm. daily, Nicotinic 
Effect on Blood Cholesterol is to 
lower the level, according to Benjamin J. 


Acid’s 


Chazin, chief of the Domiciliary Medical 
Service, Veterans Administration Center, 
Dayton, Ohio. This effect is greater when 
the initial cholesterol level is higher. In the 
author’s study, no serious toxic effects were 
observed. If development of arteriosclerosis 
depends on the level of blood cholesterol, 
this may be an effective means of reducing 


the blood cholesterol. 


HB in Chemopsychiatric Program for Insti- 
tutional Care of the Aged, Edward A. Kent, 
neuropsychiatrist, and Leo Gitman, medi- 
cal director, Brooklyn Hebrew Home and 
Hospital for the Aged, Brooklyn, New York, 
report on a three and one-half year’s study 
of over 400 patients exhibiting various emo- 
tional problems in an institution for the 
aged. On treatment consisting of a combina- 
tion of tranquilizers and psychotherapy, ap- 
proximately 88 per cent responded satisfac- 
torily. Complications were few, and were 
not definitely related to the use of drugs. 


& A study of 


were referred to a university nutrition clinic 


200 patients over 65 who 


indicates that overnutrition resulting in obes- 
ity is a major nutritional problem in this 
age group, say Thomas G. Skillman, George 
Hamwi, and Cecilia May of the Division of 
Endocrinology, Ohio State University De- 
partment of Medicine. Writing on Nutrition 
in the Aged, they state that the high inci- 


dence of congestive heart failure, biliary 


GERIATRICS, copyright 1960 by Lancet Publications, Inc., 84 
South Tenth Street, Minneapolis 3, Minnesota. Title registered 
U.S. Patent Office. Louis M. Cohen, Publisher; Allan Stone, 
Assistant to the Publisher; Virginia L. 
Editor; Maurice Wolff, Business Manager. 
ADVERTISING REPRESENTATIVES, NEW YORK 17: Burt D. Cohen, 
Lee Klemmer, Bernard A. Smiler, John Winter, 1 East 42nd 
Street. Telephone: Murray Hill 2-8717. 
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disease, diabetes, and arthritis in the elder- 
ly patient requires dietary restriction of cal- 
ories. Deficiencies of protein, vitamins, and 
calories are less common in this age group 
and are usually encountered in_ patients 
with chronic disease. 


4 There is a distinct difference between 
clinical symptoms and the traditional pic- 
ture of Ischemic Heart Disease in Senile and 
Psychotic Patients, writes Franz Joseph 
Sanen, chief of the medical service, Taunton 
State 


With the advent of ataractic drugs in the 


Hospital, Taunton, Massachusetts. 
treatment of psychotic and senile agitation, 
it is necessary for the physician to be on the 
alert, as tranquilizers may make it even 
more difficult to evaluate certain changes in 
the patient. It is extremely important to 
elucidate the diagnosis of ischemic heart 
disease by close observation and to notice 
even minor changes in the patient’s behav- 


ior. 


cl A study of 500 workers over 40 who lost 
their jobs because of a permanent plant 
that 
involved in their postemployment experi- 


shutdown revealed among the factors 
ence were age, skill, and race, according to 
Harold L. 


the United States Senate Subcommittee on 


Sheppard, research director of 


Problems of the Aged and Aging, writing on 
Unemployment Experiences of Older Work- 
ers. Data strongly suggest that the major 
automotive companies in the area discrimi- 
nated against the older workers. These ex- 
periences also had a deteriorating impact on 
their morale, expectations, and feelings of 
political efficacy. 


cuicaco 6: Greg Gelderman, Jay H. Herz, Hugh Gibson, 20 
North Wacker Drive, Suite 1921. Telephone: Central 6-4619. 


SAN FRANCISCO 4: Duncan A. Scott & Co., Fifth Floor, 85 Post 
Street. Telephone: Garfield 1-7950. 


LOS ANGELES 57: Duncan A. Scott & Co., 1901 West 8th Street. 
Telephone: Dunkirk 4-8151. 
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CPENTIDS 400° 
FOR SYRUP 


Squibb Flavored Penicillin Powder 
Tastes Good...delicious, refreshing orange flavor means ready acceptance 
by young or “‘finicky’’ patients. 
Double Potency... 400,000 units of potassium penicillin G per teaspoonful 
eeeno other form of oral penicillin gives better therapeutic results. 
Economical...more economical for your patients than other forms of 
penicillin. Where double strength Pentids is required for treatment of 
severe penicillin-susceptible infections due to hemolytic streptococcus, 
pneumococcus, staphylococcus, and for prevention of streptococcal infec- 
tions in patients with a history of rheumatic fever, Pentids ‘*400° will 
save your patients’ money. 








cillin G potassium (buffered), which when reconstituted with 35 cc. of 
water provides 60 cc. of orange-flavored syrup with a potency of 400,000 
units per § cc. teaspoonful. ‘pentios’ ® 1s « SQUIBB TRADEMARK 


Also available: Pentids “400”: 400,000 units of buffered penicillin G potas- 
sium per scored tablet. Pentids: 200,000 units of buffered penicillin G potas- 
sium per scored tablet. Pentids for Syrup: 200,000 units of penicillin G 
potassium per teaspoonful (5:cc.). Pentids Capsules: 200,000 units of peni- 
cillin G potassium per capsule. Pentids Soluble Tablets: 200,000 units of 
penicillin G potassium per tablet. Pentids-Sulfas Tablets: 200,000 units of 
penicillin G potassium with 0.5 Gm. triple sulfas per tablet. 





Squibb Quality 
yy) —the Priceless 
s Ingredient 
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For a night of deep, refreshing sleep and a lively awakening... Noludar 300... one capsule at 
bedtime promises 6 to 8 hours of undisturbed sleep without risk of habituation, without 
barbiturate “hangover,” toxicity or even minor side effects. Try Noludar 300 for your next 
patient with a sleep problem. One capsule at bedtime. Chances are he’ll tell you 


“I slept like a log’ 


NOLUDAR 300 


brand of methyprylon 300-mg capsules 
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In response to physician demand 


more Esidrix has been added to 


SERPASIL- ESIDRIX 


potentiated antihypertensive now available in 2 strengths 


To meet the needs of patients who require greater diuretic-antihypertensive 
activity, Serpasil-Esidrix is now made available in a combination tablet containing 
50 mg. Esidrix and 0.1 mg. Serpasil. This tablet, Serpasil-Esidrix #2, will help you 
control high blood pressure in more patients. With Serpasil-Esidrix #2, you can 
expect a quick response: blood pressure usually begins to drop during the first 
few days of therapy. Excess fluid is also rapidly eliminated. And you give patients 
the additional benefits of Serpasil: control of tachycardia and relief of anxiety. 


COMPLETE INFORMATION AVAILABLE ON REQUEST. 


SERPASIL- ESIDRIX I SERPASIL- ESIDRIX 


*q ae 


each tablet contains ie! each tablet contains 
0.1 mg. Serpasil 0.1 mg. Serpasil 
and 25 mg. Esidrix and 50 mg. Esidrix 


2/2798 MK 


SERPASIL® (reserpine cipa) / ESIDRIX® (hydrochlorothiazide cipa) 
SERPASIL®-ESIDRIX® (reserpine and hydrochlorothiazide cisa) 

















basic in the care of the aging 


Metalex: 


when body tone, mental 
and sensory faculties 
begin to fade—she’s 
irritable, confused, 
forgetful, apathetic 


when vision begins to dim— 
in loss of 

visual acuity, in 

loss of peripheral 

vision 


when voices begin to fade— 
in loss of auditory 
acuity, in tinnitus 


Met alex’ cerebral stimulant/vasodilator 


The stimulant — pentylenetetrazol—facil- 
itates cerebral and reflex nerve activity. 
The vasodilator —nicotinic acid—aug- 
ments blood and oxygen supply to vital 
areas— 

Thus, METALEX increases body tone and 
aids mental and sensory faculties. 
Composition: Each teaspoonful (5 ml.) of 
the Elixir and each Tablet contains: Pentyl- 
enetetrazol 100 mg., Nicotinic Acid 50 mg. 


Dosage: One or two teaspoonfuls of the 
Elixir or one or two Tablets four times a 
day —one-half hour before meals and before 
bedtime. 


Available: Elixir: Pint and Gallon bottles. 
Tablets: Bottles of 100 and 1000. 


References: 1. Goodman, L, S. and Gilman, A.: The 
Pharmacological Basis of Therapeutics, 2nd Ed., New 
York, Macmillan Company, 1955. 2. O’Reilly, PB O., 
Demay, M. and Kotlowski, K.: Cholesteremia and 
Nicotinic Acid, A.M.A. Arch, Int. Med, 100:797-801 
(Nov.) 1957. 
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2326 Hampton Bivd., St. Louis 10, Mo. 











Your Varicose Patients 


Help them to a more active and comfortable life with Kendrick 
designed elastic stockings. 


Kendrick has developed elastic stockings for the many types of 
varicosities, from the mildest to the most severe. Stockings are 
available in one and two-way stretch models, from sheer extra 
light to heavy weight and in proportioned lengths to the groin. 


And, all Kendrick stockings are knitted of live rubber to pro- 
vide the resilience necessary for proper vein support at all times. 


Your patients will get the exact elastic stockings required to help 
relieve their specific varicosities at your local Kendrick surgical 
supply dealer — an expert in fitting and recommending proper 
supports. 


Prescribe KENDRICK — over 100 years experience in manu- 
facturing Elastic Stockings and Elastic Supports for all parts 
of the body. 


JAMES R.. KENDRICK COMPANY. ING. 
Philadelphia 44, Pa. New York 16, N. Y. 


Kendrick 
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Steroid-Analgesic Compound LEDERLE 









wider latitude in adjusting dosage 
for better tolerated therapy 


ARISTOGESIC allows an exceptionally wide 
latitude in adjusting dosage to the lowest 
effective level for relief of chronic — but less 
severe — pain of rheumatic origin. Combining 
the anti-inflammatory effects of ARISTOCORT® 
Triamcinolone with the analgesic action of 

a highly potent salicylate, ARISTOGESIC 
permits therapy at dosages substantially 
lower than generally required for either agent 
alone. The lower dosages permit well- 
tolerated therapy for long periods of time 
and reduce the possibility of side effects. 


CAPSULES 


Indications: Mild to moderate cases of rheu- 
matoid arthritis, tenosynovitis, synovitis, 
bursitis, spondylitis, myositis, fibrositis, neu- 
ritis, and certain muscular strains, 
Dosage: Average initial dosage: 2 capsules 
8 or 4 times daily. Maintenance dosage to be 
adjusted according to response. 


Precautions: All precautions and contraindi- 
cations traditional to corticosteroid therapy 
should be observed. The amount of drug used 
should be carefully adjusted to the lowest 
dosage which will suppress symptoms. Dis- 
continuance of therapy must be carried out 
gradually after patients have been on ste- 
roids for prolonged periods. 

Each ARISTOGESIC Capsule contains: 
ARISTOCORT Triamcinolone...............0. 0.5 mg. 
Salicylamide 325 mg. 
Dried Aluminum Hydroxide Gel.......... 75 mg. 
Sey y ty bog’, Vi RARER he Eby RD 


Supply: Bottles of 100 and 1,000. 














pooped patient? 


oe, Be 
> 









perks up mental ositliek - - teats tired bodies 


Pooped patients pick up fast on new ELIXIR PEPTOLIN. A basic, year-round tonic, 
ELIXIR PEPTOLIN contains Pipradrol to brighten the patient’s day, plus. vitamins, 
minerals (including real therapeutic doses of iron), lipotropics and bioflavonoids 
for good nutritional support. Moreover, ELIXIR PEPTOLIN has a good-tasting sherry- 
wine base that is 16-18% alcohol. So try ELIXIR PEPTOLIN in your pooped patients 

. just one tablespoonful t.i.d. You'll like the results. Available in 16-o0z. bottles. 
Prescription only. WALKER LABORATORIES, INC., MOUNT VERNON, NEW YORK 
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restore functional efficiency 





in parkinsonism.“ 


Recent studies confirm that Parsidol excels as a specific 

in the control of major tremor’® and muscular rigidity.’ 
Because Parsidol permits greater control of movement 

at the extremities, functional efficiency is increased. 

Parsidol brightens the patient’s outlook as physical coordination 
and dexterity return. Parsidol is “very well 

tolerated by the geriatric patient,” who comprises 

two-thirds of the nation’s parkinsonian roster.’’* Effective 

by itself, Parsidol is also compatible with most 

other antiparkinson drugs.”° Most 


® patients respond to a maintenance 

PARSIDOL dosage of 50 mg. qi. 
brand of ethopropazine hydrochloride 

ig ISM |) 


| References: 1. Schwab, R. S.: Geriatrics 14:545 (Sept.) 1959. 2. England, 
| A. C. and Schwab, R. S.: A.M.A. Int. Med. 104:439 (Sept.) 1959. 
j 3. Schwab, R. S. and England, A. C.: J. Chron. Dis. 8:488 (Oct.) 1958. 
| 4. Glaser, G. H.: Connecticut M. J.: 23:390 (June) 1959. 5. Doshay, L. J. 
| et al.: J.A.M.A. 160:348 (Feb.) 1956. 6. Doshay, L. J. and Constable, K.: MONAIS Penne. ae 


J.A.M.A. 170:37 (May) 1959. 
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IN ANGINA PECTORIS AND 
CORONARY INSUFFICIENCY 


... the treatment must go further 
than vasodilation alone. It should also 
control the patient’s ever-present 
anxiety about his condition, since 
anxiety itself may bring on 

further attacks. 


AFTER MYOCARDIAL INFARCTION 


... it is frequently not enough to 
boost blood flow through arterial 
offshoots and establish new circulation. 
The disabling fear and anxiety that 
invariably accompany the condition 
must be reduced, or the patient 

may become a chronic invalid. 





Protects your coronary patient 


better than vasodilation alone 


Unless the coronary patient’s ever-present anxiety 


about his condition can be controlled, it can easily induce 


an anginal attack or, in cases of myocardial 
infarction, considerably delay recovery. 


This is why Miltrate gives better protection for the heart 
than vasodilation alone in coronary insufficiency, angina 
pectoris and postmyocardial infarction. Miltrate contains 
not only PETN (pentaerythritol tetranitrate), acknowledged as 
basic therapy for long-acting vasodilation. What is 

more important — Miltrate provides Miltown, a tranquilizer 
of proven effectiveness in relieving anxieties, fear and 
day-to-day tension in over 600 clinical studies. 


Thus, your patient’s cardiac reserve is protected against his fear 
and concern about his condition...and his operative arteries 
are dilated to enhance myocardial blood supply. 


& 
l ra e ; 
Miltown® (meprobamate) + PETN 


cML-1388 
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Supplied: Bottles of 50 tablets. 
Each tablet contains 200 mg. 
Miltown and 10 mg. penta- 
erythritol tetranitrate. 
Dosage: | or 2 tablets q.i.d? 
before meals and at bedtime, 
according to individual require- 
ments. 


REFERENCES 

1. Ellis, L. B. et al.: Circulation 
17:945, May 1958. 2. Friedlander, 
H. S.: Am. J. Cardiol. 1:395, 
Mar. 1958.8. Riseman, J.E.F.: New 
England J. Med. 26/:1017, Nov. 
12, 1959. 4. Russek, H. I. et al.: 
Circulation 12:169, Aug. 1955. 
5. Russek, H. I.: Am. J. Cardiol. 
3:547, April 1959. 6. Tortora, 
A. R.: Delaware M. J. 30:298, 
Oct. 1958. 7 Waldman, S. and 
Pelner, L.: Am. Pract. & Digest 
Treat. 8:1075, July 1957. 


Ww) WALLACE LABORATORIES / New Brunswick, N.J. 











oo 
continent... 


consider the person who provides the care. 


She may not know that these home nursing aids are available 
... mdrug departments everywhere, 


® ® ® 
CHUXDisposabieUnderpads CHIX Adult Cloth Diapers CHIX Cleaners 
Large and Extra Large. Facilitateman- Completeprotectionforbothambu- Soft, disposable,fabric tis- 
agement of fluids and fecal discharges _latory and bedridden incontinents. sue. Used wet or dry as an 


while keeping bed linen clean and dry. ointment applicator, wipe, 
or perineal cleaner. 


PROFESSIONAL PRODUCTS DIVISION CHICOPEE MILLS,INC. 47 Worth Street, New York 13, N.Y. 


a gohuron.Gohmon Company © CM INC., ‘59 
Send for free folder “Helpful Hints For Home Nursing” 

























METRAZOL 


reactivates the geriatric patient 





ME TRAZOL 


reactivates the convalescent 


MEYDRAZOL 


reactivates the fatigued 


for the geriatric patient 
— 2 tablets or teaspoonfuls, three times daily. 


dosage 
for the convalescent and the fatigued 


— 1 or 2 tablets or teaspoonfuls, three times daily. 


METRAZOL Tablets 
each tablet contains 100 mg. METRAZOL 


METRAZOL Liquidum 
each teaspoonful (5 cc.) contains 100 mg. METRAZOL 
and 1 mg. thiamine. 


availability — for those patients who need additional vitamins — 


Vita-METRAZOL Blixir 


each teaspoonful (5 cc.) contains 100 mg. METRAZOL, 
10 mg. niacinamide, 1 mg. each of thiamine, ribo- 
flavin, pyridoxine, and 2 mg. d-panthenol. 


Vita-METRAZOL Tablets 


each tablet, in addition to the above, contains 25 
mg. vitamin C, 





METRAZOL® brand of pentylenetetrazol, E. Bilhuber, Inc. 





packaging KNOLL PHARMACEUTICAL COMPANY 


Tablets in 100’s and 500’s. Liquid . 
(wine-like flavored 15 per cent (formerly Bilhuber-Knoll Corp.) 


alcoholic solution) in pints. Orange, New Jersey 















in 
anxiety 
and 
tension 
your 
patient 
can meet 
the 


rigors : 
of life He's... - not... 


active lethargic 





alert inattentive 


a ® 
sodium 


butabarbital sodium 












Jitteriness, apprehension, nervousness and the enervating insomnia 
which characterize the ‘‘anxiety state’’ encountered in daily practice 
are easily controlled by small, daytime Butisol® dosage. 

As shown recently’ in a prolonged comparative study of routine 
anxiety patients, Butisol “was found to be the most effective sedative 
which will produce satisfactory daytime sedation...with minimal occur- 
rence of untoward reactions. Large nighttime hypnotic doses are un- 
necessary in the majority of patients.’” 


1. Batterman, R. C.; Grossman, A. J.; Mouratoff, G. J., and Leifer, P.: A Clinical Re-evaluation of 
Daytime Sedatives, Scientific Exhibit, Annual Meeting of AMA, San Francisco, June 23-27, 1958. 
2. Grossman, A. J.; Batterman, R. C., and Leifer, P.: Fed. Proc. 17:373 (March) 1958. 

BUTISOL sodium® TABLETS + REPEAT-ACTION TABLETS + ELIXIR « CAPSULES 


McNEIL LABORATORIES, INC. *« PHILADELPHIA 32, PA. McNEIL 





A quinidine of choice in atrial fibrillation, flutter, for samples and literature, write . . . 
premature contractions, auricular tachycardia. WYNN fsaetittion 
DOSAGE: see PDR for dosage, etc. 5119 West Stiles Street, Philadelphia 31, Pa. 


SUPPLIED: Bottles of 30, 100, 250. 


1. Bellet, S.; Finkelstein, D., and Gilmore, H.: 
A.M.A. Archives Int, Med. 100:750, 1957. 


2. Bellet, S.: Amer. Heart J. 56:479, 1958. 
3. Finkelstein, D.: Penn. Med. J. 61:1216, 1958. 


also available: 

INJECTABLE QUINAGLUTE 

10 cc. Multiple Dose Vials, 0.08 Gm. 
Quinidine Gluconate per cc. 





*U. S. Patent 2895881 
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no longer need patients be 
denied quinidine benefits in 
cardiac arrhythmias because of g.i. distress 


QUINAGLUTE DURA-TAB S.M. 


provides well tolerated quinidine gluconate (ten times 
as soluble as quinidine sulfate) in Sustained Medication* form 


eed 3 
: 


si 







oral b.i.d. dosage (every 12 hours) 


Each Quinaglute Dura-Tab S.M. dose maintains uniform effective 
plasma levels up to 12 hours. Night dosage unnecessary. Safer, 
more efficient — no valleys where arrhythmias tend to recur.!3 











Just a “simple” 
case of cystitis 
may be the 
precursor of 
pyelonephritis’ — 
or may actually be 
the first evidence 
of a pre-existing 
pyelonephritic 
process.’ 






WHEN TREATING CYSTITIS— SPECIFY 


brand of nitrofurantoin 


to ensure rapid control of infection 
throughout the urogenital system 





Rapid bactericidal action against a wide range of gram-positive and 
gram-negative bacteria including organisms such as staphylococci, 
Proteus and certain strains of Pseudomonas, resistant to other agents 
a actively excreted by the tubule cells in addition to glomerular fil- 
tration « negligible development of bacterial resistance after 8 
years of extensive clinical use m excellent tolerance—nontoxic to 
kidneys, liver and blood-forming organs # safe for long-term 
administration 


AVERAGE FURADANTIN ADULT DOSAGE: 100 mg. q.i.d. with meals and with food or milk on 
retiring. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
REFERENCES: 1. Campbell, M. F.: Principles of Urology, Philadelphia, W. B. Saunders Co., 
1957. 2. Colby, F. H.: Essential Urology, Baltimore, The Williams & Wilkins Co., 1953. 
NITROFURANS—a unique class of antimicrobials—neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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New Dianabol 
converts protein 
to working weight 
in wasting or 
debilitated patients 
™ underecight patient: 


Dianabol is a new tissue-building agent with distinct 
advantages over previous compounds of this type. 






By aiding the deposition, synthesis, and utilization of 
protein, Dianabol affords these benefits in the underweight 
Fotson 1370 Enel annds elderly patients with or without serious disease and in 


in just 6 weeks; patients who are chronically ill or convalescent: 
"s ’ 






¢ Rebuilds tissue and improves appetite, thus promoting 
lean weight gain. 

Restores tone to weak, flabby musculature. 

Speeds healing of wounds; hastens postoperative 
recovery and convalescence from a variety of diseases. 

¢ Strengthens skeletal structure; often relieves pain 

and increases mobility in osteoporosis. 

Improves general physical status; helps to revive a sense 
of well-being. 








" x Economical, convenient to administer, and almost without 
forces mercury column 14 mm. virilizing effects, Dianabol overcomes the disadvantages 
higher in cuff-compression test 


of muscle strength; that have restricted use of tissue-building compounds in the 
a past. Older patients, whose funds are often limited, 
will particularly welcome the low cost of Dianabol 
therapy —in most cases only 9 to 17 cents a day. 


Complete information available on request. 
SUPPLIED: Tablets, 5 mg. (pink, scored); bottles of 100. 


. 


feels better than she has 
in 2 years. 


Photos used with permission 
of the patient. 


Dianabol 


(methandrostenolone CIBA) 


New, orally effective tissue builder 





| Converts protein to working weight 
CLR in wasting or debilitated patients 


SUMMIT, NEW JERSEY 2/2786M8 
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Squibb Bansvirohimathtazile. 


Savi Sarcudiateweihiesias with Potassium Chloride 


‘“.a Safe and extraordinarily 
effective diuretic...’’’ 


Naturetin — reliable therapy in edema and 
hypertension — maintains a favorable uri- 
nary sodium-potassium excretion ratio... 
retains a balanced electrolytic pattern: 
‘,.. the increase in urinary output occurs 
promptly ...’’? 
.. the least likely to invoke a negative 
potassium balance...’’? 
‘¢.,..a dose of 5 mg. of N Taturetin produces a 
maximal sodium loss.’?? 
‘¢,,..an effective diuretic agent as manifested 
by the loss in weight...’’* 
...no apparent influence of clinical 
importance on the serum electrolytes 
or white blood count.’’* 
‘¢,,..no untoward reactions were attributed 
to the drug.’’* 
Although Naturetin causes the least serum 
potassium depletion as compared with other 
diuretics, supplementary potassium chloride in 
Naturetin ¢ K provides added protection when 
treating hypokalemia-prone patients; in con- 
ditions where likelihood of electrolyte imbal- 
ance is increased or during extended periods 
of therapy. 


References: 1. David, N..A.; Porter, G. A., and Gray, R. H.: 
2. Stenberg, E. S., Jr.; Benedetti, A., and Forsham, P. H.: Op. 
J. H., and Newman, B.E.: Op. cit. 5:55 (Feb.) 1960. 4. Marriott, H. J. L., and Schamroth, L.: Op. cit. 5:14 
(Feb.) 1960. 5. Ira, G. H., Jr.; Shaw, D. M., and Bogdonoff, M. D.: North Carolina M. J. 21:19 (Jan.) 1960, 
6. Cohen, B. M.: M. Times, to be published. 7. Breneman, G. M., and Keyes, J. W.: Henry Ford Hosp. M. Bull. 
7:281 (Dec.) 1959. 8. Forsham, P. H.: Squibb Clin. Res. Notes 2:5 (Dec.) 1959. 9. Larson, E.: Op. cit. 2:10 
(Dec.) 1959. 10. Kirkendall, W. M.: Op, cit. 2:11 (Dec.) 1959. 





Monographs on Therapy 5:60 (Feb.) 1960. 
cit. 


11. Yu, P. N.: Op. cit. 2:12 (Dec.) 1959. 


12. Weiss, S.; Weiss, J., and Weiss, B.: Op. cit, 2:13 (Dec.) 1959. 


5:1 (Feb.) 1960. 


13. Moser, M.: Op. cit. 2:13 (Dec.) 1959. 
14. Kahn, A., and Greenblatt, I. J.: Op. cit, 2:15 (Dec.) 1959. 15. 


Numerous clinical studies confirm the effec- 
tiveness'"'> of Naturetin as a diuretic and 
antihypertensive — usually in dosages of 5 
mg. per day. 

= the most potent diuretic, mg. for mg.—more 
than 100 times as potent as chlorothiazide 
m= prolonged action —in excess of 18 hours @ 
maintains its efficacy as a diuretic and anti- 
hypertensive even after prolonged or increased 
dosage use ® convenient once-a-day dosage — 
more economical for patients m low toxicity — 
few side effects—low sodium diets not necessary 
@ not contraindicated except in complete renal 
shutdown @ in hypertension—significant lower- 
ing of the blood pressure. Naturetin may be 
used alone or with other antihypertensive drugs 
in lowered doses. 

Supplied: Naturetin Tablets, 5 mg. (scored) 
and 2.5 mg. Naturetin ¢ K (5 ¢ 500) Tablets 
(capsule-shaped) containing 5 mg. benzydro- 
flumethiazide and 500 mg. potassium chloride. 
Naturetin ¢ K (2.5 ¢ 500) Tablets (capsule- 
shaped) containing 2.5 mg. benzydroflumethia- 
zide and 500 mg. potassium 
chloride. 


5:46 (Feb.) 1960. 3. Fuchs, M.; Moyer, 





Grollman, A.: Monographs on Therapy Squibb Quality—the 
*NATURETIN’ IS A SQUIBB TRADEMARK, Priceless Ingredient 
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Before application of White’s Vitamin After daily treatment with White’s Vita- 

A & D Ointment — Severe decubitus ulcer min A & D Ointment—The ulcer is now 

in area over greater tuberosity of femur. filled with granulation tissue and shows 
signs of re-epithelization at margins. 


PROMOTES RAPID HEALIN( 
IN 
DECUBITUS ano VARICOSE ULCERS 
IN AGED PATIENTS 


mh 





CHRONIC and DIABETIC ULCERS; ECZEMAS, 
DRY SKIN, DETERGENT DERMATITIS, URINE 
BURNS, DIAPER RASH, NIPPLE CARE (fissured 
nipples); EPISIOTOMY and CIRCUMCISION 
WOUNDS; MINOR BURNS and WOUNDS, and 
SKIN ABRASIONS. 


Supplied in 1% and 4 oz. tubes; 1 Ib. jars and 5 Ib. 


containers. 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 


Before application of White’s Vitamin After daily treatment with White’s Vita- 

A & D Ointment — Treatment - resistant min A & D Ointment—Completely healed 

varicose ulcer in elderly obese patient. ulcer photographed five weeks after the 
start of treatment with White’s Vitamin 
A & D Ointment. 











stimulation 


.. without irritation 


in the 
management 
of constipation 


PERI-COLACE 


predictable results... 
minimum side effects 


To induce prompt yet gentle 
bowel evacuation, Peri-Colace 
is the agent to choose. 

Its two active ingredients, 
synergistic in effect, 

bring rapid relief without 
distress or irritation 
because: 

1. Peristim,® a mild laxative, 
“...exerts its peristaltic 
stimulating action directly 
on the large intestine, 

via the blood stream.”" 

2. Colace,® a non-laxative 
stool softener, maintains 
hydration of the fecal 
material as it passes 
through the intestinal 
tract.? 

Available as: Peri-Colace 
Capsules, bottles of 30, 60 and 


250. Peri-Colace Syrup, 
bottles of 8 oz. 


Bibliography: (1) Lamphier, T. A., and 
Lyman, F. L.: J. Internat. Coll. Surgeons 
31:420-423 (April) 1959. (2) Smigel, J. 0.; 
Lowe, K. J.; Hosp, P. H., and Gibson, 

J. H.: M. Times 86:1521-1526 (Dec.) 1958. 


Mead Johnson 


Symbol of service in medicine 


86160 
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dig italis 


is needed 


Wes 


‘LANOXIN™. 


: 
formerly know 
on as Digoxin ‘B. W. & C 
; 0: 


oitalis agent were 


“If one dig 

to be recommended for its 

adaptability to the many 

clinical contingencies: 
ould be 


we believe Digoxin w 
ice. 


the drug of ch 
: Current Concepts in Digital 
1954, P- 23, par: 2. 


and 
yar ed 


ig Therapy: 


and Levine, S43 


Lown, B.,. 
Brown & Company» 


Boston, Little, 


‘*LANOXIN’ 
TABLETS 
0.25 m ¥ is) ‘ 
g. sco bs: LAN( ” 
i red (white) 0.5 DXIN’ INJECTION 
ored (aneaat mg. in 2 ec, (1.M. or I Vv ‘LANOXIN’ ELIX 
sie Vij} i SLIXIR PEDI 
a. ATRIC 
.in 1 ee. 


bra BURROUGH 
a 
LLCOME & CO. (U.S.A.) INC., T 
- -» Tuckahoe, N.Y 




























for 
the 


tense 


and 
NeYVOUS 


patient 


proven effective and outstandingly safe 


* simple dosage schedule produces rapid, predictable 
tranquilization without unexpected excitation 


* no cumulative effects, thus no need for difficult 
dosage readjustments 


* does not produce ataxia, change in appetite or libido 


- no danger of hypotension, depression, Parkinson- 
like reactions, jaundice or agranulocytosis 


* does not impair mental efficiency or normal behavior 


Usual dosage: One or two 3) 

400 mg. tablets t.i.d. 

Supplied: 400 mg. scored tablets, ] O 4 A ; ! ; 
200 mg. sugar-coated tablets; 


or as MEPROTABS*— 400 mg. meprobamate (Wallace) 
unmarked, coated tablets. 


*#TRADE-MARK 


i) WALLACE LABORATORIES / New Brunswick, N.J. 
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in diabetes: 





to ensure control where diet alone has failed 
to replace or reduce insulin dosage 


to realize the full potential of oral therapy 


se?” 


AIF DIKICCE 
D ABIJNESE 


brand of chlorpropamide 


@ @ 
yy Y) 





MMe 


economical once-a-day dosage 


available as 100 mg. and 250 mg. scored tablets 


Professional information 


available to physicians on request. 


PFIZER LABORATORIES Division, Chas. Pfizer & Co.,Inc. Brooklyn 6, New York Science for the world’s well-being™ 
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No scurrying sheep, 
waiting for that first 


- 


restful slumber, gentle 
quick as a wink. Pr¢ 
effective and non-ba 


i , pkgreed a 
no pounded pillows, no worried 
‘ iad! ' 
awn, with Placidyl. Just 
eiderdown and nearl\ 


ViS DOLE 


y 


Lmnrt_arn yyy Dla ] 
yMpt-acting Fiacid 


rbiturate. Try it and see. 


ABBOTT 











Geriactive with Ge 


Geriatric Supportive Formula, Abbott 


er FILMTAB 








A FULL RANGE OF DIETARY AND THERAPEUTIC SUPPORT FOR OLDER PATIENTS 


B-Complex Vitamins 

Thiamine Mononitrate.... 5 mg. 
Riboflavin . Smeg. 
Pyridoxine Hydrochloride 1 mg. 
Nicotinamide 20 mg. 
Calcium Pantothenate 5 mg. 
Oil Soluble Vitamins 

Vitamin A.. 1.5 mg. (5000 units) 
Vitamin D. 12.5 mcg. (500 units) 
Vitamin E 10 Int. units 


FILMTAB——FILM-SEALED TABLETS, ABBOTT; U.S. PAT. N 


Hematopoietic Factors 


Vitamin B,2 with Intrinsic Factor 
Concentrate, 2 U.S.P. Unit (oral) 


Ferrous Sulfate, U.S.P... 75 mg. 
(Elemental lIron—15 mg.) 
Folic Acid . 0.25 mg. 
Capillary Stability 
Ascorbic Acid............ 50 mg. 
Quertine®.............. 12.5 mg. 


(Quercetin, Abbott) 


2,881 


Lipotropic Factors 


Betaine Hydrochloride... 50 mg. 
Inositol......... . 50 mg. 
Anti-Depressant ~ 
Desoxyn®....... eee a 
(Methamphetamine Hydrochloride, Abbott) 
Hormones 

Sulestrex.. 0.3 mg. 


(Piperazine Estrone Sulfate, “Abbott) 
Methylitestosterone..... 2.5 mg. 


STREAMLINED INTO THE SMALLEST TABLET «.@> OF ITS KIND 








Where the 
T.E.D. Anti-Embolism Stocking ) 


is prescribed regularly 
Hospital fatality 
rates due to 



















pulmonary embolism 


are consistently lower 


Reduces expected incidence 
of fatal pulmonary embolism 
by as much as 65% 


In the majority of cases, fatal pulmonary emboli 
begin as clots—originating in the deep veins 
of the calf. Evidence in support of this is 
overwhelming.?.4,5,6 
As a result, more and more doctors are 
using T.E.D. Anti-Embolism Stockings 
—an effective, inexpensive procedure for 
routine, preventive use in surgical, medical, 
obstetrical and other bed patients. The even 
pressure of these stockings reduces the 
caliber of deep leg veins enough to 
accelerate blood velocity and thus 
discourage thrombus formation.’ 
Application is so simple even 
an unskilled nurse’s aid can 
insure the ideal pressure 
range of 10 to 15 mm. 
of mercury. 


Recent Literature 
1. Marino, D. J., and Fuchs, M 
Pathogenesis, Diagnosis, and Man- 
agement of Thrombophlebitis, Geriat. 
13:307 (May) 1958. 2. Houston, A. N., 
Roy, W. A., and Faust, R. A.: Thrombo- 
phlebitis of Superficial ‘Abdominal Veins, 
M. A. 166:2158 (April 26) 1958. 
3. Wilkins, R. W., Mixter, G., Jr.; Stan- 
ton, J. R., and Litter, J.: Elastic Stock- 
ings in the Prevention of Pulmonary 
Embolism, New England J. M. 246:360 
(Mar. 6) 1952. 4. Judson, W. E.: Present 
Day Treatment of Congestive Heart 
Failure, The M. Clinics of N. America 
35: 1333-1350 (Sept.) 1950. 5. Tidler, J.: 
Thrombo-Embolic Disorders, N. Carolina 
M. J. 18:65 (Feb.) 1957. 6. Allen, A. W.: 
Management of Thrombo-Embolic Dis- 
ease in Surgical Patients, Surg., Gynec. 
and Obst. 96:107 (Jan.) 1953. 7. Foley, 
W. T., and Wright, I. S.: Medical Man- 
agement of Thrombophlebitis, The Heart 
Bulletin 7:5 (Jan.-Feb.) 1958. 8. De- 
Laughter, G. D., Jr., Embolism, Pulmo- 
nary, in Conn., H. F , Current Therapy, 
— W. E. Saunders Co., 1958, 


FOR COMPLETE LITERATURE 
on Thrombo-Embolic_ prophylaxis using 
T.E.D. Anti-Embolism Stockings, fill in and 
mail this coupon to: 


| 

| 

| 

BAUER & BLACK | 
Dept. GE 5, 309 W. Jackson Bivd., | 
| 

| 

| 

| 

| 


T.E.D, 


ANTI-EMBOLISM STOCKINGS 


THE KENDALL company 
BAUER & BLACK 


DIVIBION 


Chicago 6, Ill. 


Name 





Addr 





City. Zone. a 
(Please Print) . 


Lan esa cigs te Gin een eee ee ease meneame 








cr 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 




















WHEN 
THE PATIEN 

WITHOUT 

ORGANIC DISEASE 


COMPLAINS OF Sitaigliteid ellie 
’ flatulence, belching, 

intestinal atony, 

indigestion, 





CONSIDER @ Guile mscueimelit NEOC 1OLAN 













NEOCHOLAN® 


Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 

Each tablet provides: Dehydrocholic Acid Compound, 

P-M Co. 265 mg. (Dehydrocholic Acid, 250 mg.); PITMAN-MOORE COMPANY 
Homatropine methylbromide 1.2 mg.; Phenobarbital i DIVISION OF ALLIED LABORATORIES, INC. 

8.0 mg. Supplied in bottles of 100 tablets. INDIANAPOLIS, INDIANA 
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The basal metabolism of an adult can be determined 
easily. But no one has been able to measure accurately 
the enormous amount of energy expended by an active 
child. To keep pace with youngsters’ “runaway” 
metabolism, the physician will find a wonderful ally 
in the banana. Bananas are rich in energy-giving car- 
bohydrates, and provide a well-balanced supply of 
vitamins and minerals for tissue building and bone 
growth. They taste so good even the most finicky 
eaters will love them; and bananas are so low in 


UNITED FRUIT COMPANY 30 St. James 


calories* even plump children can enjoy them. What 
a delicious, nutritious way to avoid excessive empty 
calories! Bananabolism is another reason why bananas 
belong in the daily diet. Help your patients—and your- 
self—to a banana to-day. For your free copy of the 
booklet, “Bananas — Versatile in Health or Illness,” 
write to Box No. 2155, New York 17, N. Y. 


*88 calories in a medium banana—USDA Handbook 
No. 8, Composition of Foods. 


Avenue, Boston 16, Massachusetts 














how does Mellaril differ from other potent tranquilizers? 


od 


Mellaril 


THIORIDAZINE HCI 
specific, effective tranquilizer 


provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, 


but ally free of such toxic effects as 
Jaundice 


Parkinsonism 
blood dyscrasia 


dermatitis 





greater speciticity of tranquilizing 
_action results in fewer side effects 


Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action. 


“Thioridazine [Mellaril] is as effective as the 
best available phenothiazine, but with 
appreciably less toxic effects than those 
demonstrated with other phenothiazines.... 
This drug appears to represent a major 
addition to the safe and effective treatment 
of a wide range of psychological disturb- 
ances seen daily in the clinics or by the 





general practitioner.”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. SANDOZ 


*Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 1959. 





Another publication of — 
LANCET PUBLICATIONS, Inc. 
Also publishers of 
NEUROLOGY * GERIATRICS ¢ 
The JOURNAL-LANCET 





Announcing... 


A NEW INTERNATIONAL 
PUBLICATION 


Neurology 


Official Organ of the World Federation of Neurology 
Publication date, July 1960—Published Monthly 


PURPOSE 


To aid the World Federation of Neurology 
in serving the 42 Neurologic societies in 
as many nations in advancement of the 
neurologic sciences. 


EDITORIAL CONTENT 


Publication of research and clinical studies 
embracing all areas of neurology. Articles 
will appear in four languages: English, 
French, German and Spanish. 


Stimulation and exchange of international 
basic neurologic research programs. 


Publication of news and promotion of a 
closer professional and personal associa- 
tion of scientists and practitioners in 
the field. 


WORLD NEUROLOGY will be a vital in- 
ternational’ medium of communication — 
interesting, informative, and helpful. Since 
early editions will be published in limited 4 
numbers you are urged to enter your sub- — 
scription now. ? 
im 
i 


WORLD NEUROLOGY 
84 So. 10th St., Minneapolis 3, Minn. (U.S.A.) 


Enter my name as a charter subscriber to WORLD NEUROLOGY at 
$15.00 per year (U.S.A. Currency) 


(-] Check enclosed [] Bill me at time of publication (July, 1960) 
NAME 
ADDRESS. 
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off to a good day—constipation relieved 


Constipation yields readily to the gentle laxative action of pleasant-tasting 
Agoral. Taken at bedtime, Agoral works overnight, without disturbing sleep, 
to promote natural bowel function and a normal movement next morning. 
Without harsh catharsis, griping or urgency, Agoral conveniently helps meet 
nature’s need before the day’s activity begins. 


agoral 


MORRIS PLAING, N.J 


the gentle laxative 
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SINCE 1950...TEN YEARS OF GROWING CONFIDENCE 
IN THE EFFECTIVENESS AND SAFETY OF 


PROBENECID 


IN GOUT 
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BENEMID s "remarkab from toxic side 





reaction....Patients tolerate the drug well."< 





D Lockie, L. M., and Talbott, J.: Does Your 





Patient Have Gout?, Scientific Exhibit; : 
American Medica Octatton, New -Yo 
June 3-7, 1957. 
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< i we UNE Week 
~twice daily thereatter with- 


Supply: 0.5 Gm. tablets, bottles of 100 and 1000. 
For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


Qo) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 


BENEMID IS A TRADEMARK OF MERCK & CO., INC 




















KEEPS 
THE STOMACH 
FREE OF PAIN 





KEEPS 
THE MIND OFF feet 
THE STOMACH = 





Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 
anxiety and tension with minimal side effects. 





Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 





AVAILABLE Dosage: 1 tablet t.i.d. at mealtime and 
IN TWO 2 at bedtime. 

Milpath-200 — Yellow, coated tablets of 

i POTENCIES: 200 mg. Miltown (meprobamate) and 


25 mg. tridihexethyl chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


Milpath | 


®Miltown + anticholinergic 
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WALLACE LABORATORIES New Brunswick, N. J. WW) 
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Clarin can do this for 





your postcoronary patients 





WITHOUT CLARIN, turbid blood serum five hours 
after a fat meal: This unretouched dark-field photo- 
micrograph (2500X) shows potentially hazardous fat 
concentrations circulating in the blood stream of a 
patient after a standard fat meal. 


CLARIN is sublingual heparin potassium. One 
mint-flavored tablet taken after each meal effec- 
tively “causes a marked clarification of post- 
prandial lipemic serum.” Clarin facilitates the 
normal physiologic breakdown of fats, with no 
effects on the blood-clotting mechanism.’ It 
therefore provides important benefits for your 
postcoronary patients. 


Indication: For the management of hyperlipemia asso- 
ciated with atherosclerosis. 


Dosage: After each meal, hold one tablet under the 
tongue until dissolved. 


Supplied: In bottles of 50 pink, sublingual tablets, each 
containing 1500 I.U. heparin potassium. 


1. Fuller, H. L.: Angiology 9:311 (Oct.) 1958. 


2. Shaftel, H. E., and Selman, D.: Angiology /0:131 (June) 
1959. 





WITH CLARIN, clear blood serum five hours after a 
fat meal: After eating a standard fat meal as at left, 
the same patient has taken one sublingual Clarin 
tablet. Note marked clearing effect and reduction in 
massive fat concentrations in this unretouched photo- 
micrograph (2500X). 

















0.5 
Heparin Series @ 
04-2 
¢ Control Series 0 
03-2 
tJ 
2 
0.2-S 
0.1 
Fasting Hr. 2Hrs. 3Hrs. 4Hrs. SHrs. 6Hrs. 
Level Hours After Fat Meal 


Average serum optical density in 36 patients after fat 
meal with and without sublingual heparin.” 


*Registered trade mark. Patent applied for. 


Fher Leeming & Ge, Inc. New York 17, N.Y. 
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For 
long-term 
therapy in 
arthritis. 
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specify © Bufferin’ and 
avoid salicylate intolerance 





Gastric distress due to aspirin used alone 
is being reported with increasing fre- 
quency. !-7 

BUFFERIN is superior to plain aspirin 
in that it avoids gastric intolerance; it is 
“*... the drug of choice where prolonged, 
high salicylate levels are indicated.”’8 

“.. Is 4 to 5 times better tolerated 
than ordinary aspirin.” 8 

Swift-acting BUFFERIN is detectable 
in the plasma 60 seconds after oral inges- 
tion,? its absorption being expedited by 
the presence of antacid. 10. 





1. Muir, A., and Cossar, I.A.: Brit. M.J. 
2:7-12 (July 2) 1955. 2. Waterson, A. P.: 
Brit. M.J.2:1531 (Dec. 24) 1955. 3. Brown, 
R. K., and Mitchell, N.: Gastroenterology 
31 :198-203 (August) 1956. 4, Kelly, J. J., 
Jr.: Am. J. Med. Sci. 232:119-128 (Au- 
gust) 1956. 5. Brick, I. B.: J. Am. Med. 
Assn. /63:1217-1219 (April 6) 1957. 6. 
Trimble, G. X.: Correspondence, J. Am. 
Med. Assn. 164 :323-324 (May 18) 1957. 
7. Lange, H. F.: Gastroenterology 33 :770- 
777 and 778-788 (Nov.) 1957. 8. Tebrock, 
H. E.: Ind. Med. & Surg. 20:480-482, 
1951. 9. Harrisson, J. W. E.; Packman, 
E. W., and Abbott, D. D.: J. Am. Pharm. 
Assn. (Scient. Ed.) 48 :50-56 (Jan.) 1959. 
10. Paul, W. D.; Dryer, R. L., and Routh, 
J. L.: J. Am. Pharm. Assn. (Scient. Ed.) 
39:21 (Jan.) 1950. 


For a complimentary supply of BUFFERIN write: 
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Bristol-Myers Company, Dept. BU-13, 630 Fifth Avenue, New York 20, New York 
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from the New England Journal of Medicine: 


‘The most striking result of 


this [Singoserp] study has 


been the relief of the 
undesirable side effects 


jereereleCeceml raelieloe 


rauwolfia preparations.” 


*Bartels, C. C.: New England J. Med. 
261:785 (Oct. 15) 1959. 





results you can confirm in your practice: 


Complete information 
available on request. 


2/2779mB 





“In 24 cases syrosingopine was substituted for the 
rauwolfia product because of 26 troublesome side effects; 


these symptoms were relieved in all but 3 patients.” * 
Incidence Incidence 
Side Effects with Prior with 


Rauwolfia Agent Singoserp 





Depression 1] 1 
Lethargy or fatigue 5 0 
Nasal congestion 7 0 
Gastrointestinal disturbances 2 = 
Conjunctivitis 1 0 





(Adapted from Bartels* ) 


many hypertensive patients prefer 


Singoserp 


(syrosingopine CIBA) 





because it lowers their blood pressure 


without rauwolfia side effects RT Rk 


Tablets, 1 mg. (white, scored); bottles of 100, SUMMIT, NEW JERSEY 















q book reviews 


Nursing Home Management 


RALPH C. WILLIAMS, B.S., MARGARET HULL ARM- 
STRONG, R.N., J. FRED GUNTER, B.B.A., EDITH Mc- 
CULLOCH, R.N., and JACK STILLER, 1959. New 
York: F. W. Dodge Corp. 230 pages. Illustrated. $8.50. 
With the increasing number of aged and 
chronically ill needing nursing care but not 
total hospital care, nursing homes have 
grown rapidly in the past few years. Many 
people saw the need for a nursing home 
facility which would fill a definite role in 
the community. 

Until “Nursing Home Management” was 
published there was no source that could 
be consulted as a guide which would assist 
in setting up these facilities. Bits of infor- 
mation could be gleaned from _ various 
sources, but nothing was coordinated. 

The content of this book is comprehen- 
sive, covering establishment, organization, 
business management, medical and nursing 
care, recreational and group programs, food 
service, housekeeping and laundry services, 
building and grounds, and safety programs. 

The discussion and evaluation of organ- 
izational charts; admission and_ medical 
forms; statistical, simplified accounting 
forms; guides for personnel policies; and 
duties and responsibilities of personnel are 
very concise and could be used as guides in 
setting up procedures, work schedules, pol- 
icy manual, and so on. 

The basic nutritional charts and suggested 
menus for regular and therapeutic diets 
should be most helpful. 
illustrated 


with photographs and an explanation of 


The safety program is well 
each method for quick and orderly evacua- 
tion of patients. Also listed are a number of 
precautions dealing with fire and accident 
hazards along with a guide of suggested 
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All books intended for review 

and all correspondence relating to 
this department should be sent 

to Book Editor, GERIATRICS, 

84 South Tenth Street, 
Minneapolis 3, Minnesota. 


check lists that is applicable to any size 
facility. 

The importance of establishing a definite 
program for medical care is stressed in con- 
junction with the necessity for careful selec- 
tion of personnel. 

The 
simple devices that can be made in any 


illustrations of self-care aids show 
home. These devices will enable the patients 
to become more independent. Experience 
has shown that aged and disabled people 
can gain some independence and should be 
encouraged even if only a small degree is 
accomplished. 

This book should prove to be invaluable 
to all nursing home administrators and 
should be required reading for any one pre- 
paring to open a nursing home. 

This publication should certainly be an 
asset as a reference for many institutes and 
workshops being sponsored by universities, 
licensing agencies, and nursing home asso- 
ciations; in addition, licensing agencies and 
personnel, nursing school instructors, and 
students should find it worthwhile. It would 
enable them to understand the needs of the 
aged and disabled individual as well as the 
that 
nursing home management. 


many facets must be considered in 
FLORENCE L. BALTZ, R.N 


Washington, Illinois 


Tumors of the Lungs and Mediastinum 

B. M. FRIED, Editor, 1959. Philadelphia: Lea & 
Febiger. 467 pages. $13.50. 

The editor and 6 authors are to be com- 
mended for undertaking the formidable task 
of assembling and reducing the vast amount 
of data on this subject to a book of this size. 

(Continued on page 54A) 
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LATHER 
RICH 
CLEANSING 
BAR 
WITH 
OVER 25% | 
SOOTHING 
COLLOIDAL 
OATMEAL 


AVEENO-BAR offers the soothing properties of 
Aveeno Colloidal Oatmeal in a hand-size lathering 
bar for patients who must avoid soap. 


More than one-quarter of the bar is pure colloidal 
oatmeal, established during a decade of use as a 
mild and effective agent for the relief of pruritus 
and inflamed: skin. 


This colloidal oatmeal is incorporated in a blend of 


-mild detergents to give a rich soap-free lather that 


affords rapid cleansing of the skin as well as soothing 
skin-protective effects. 


¢ LATHERS RICHLY EVEN IN THE HARDEST WATER 
¢ ADJUSTED TO pH 5.7 
¢ REDUCES CUTANEOUS PATHOGENS 


HOUSEWIVES’ ECZEMA « INFANTILE ECZEMA 
INDUSTRIAL DERMATITIS * BATH ITCH 
DRY SKIN DERMATITIS * DIAPER RASH 


ACTIVE INGREDIENTS: Aveeno® Colloidal Oatmeal; anionic sulfonates adjusted to pH 5.7; 
aby] Xo iL-ta 41a] lemme Tale) ifaP@mal-}¢-lelallelce) olal-1al- ay ame 


AVEENO CORPORATION 250 West 57th Street NEW YORK 19,N. Y. 











The Aged 








-and a natural way to meet their special nutrition needs 
with fresh-flavor, economical Carnation Instant. 


Finicky appetites, dental problems, food 
costs—one or more often play a part in con- 
tributing to poor diet for the elderly. 

A pleasant natural way to help improve 
their nutritional status is the excellent new 
food — new Carnation Instant Nonfat Dry 
Milk mixed 25% over-strength. 

One-third cup extra crystals per liquid 
quart when mixing provides 25% more cal- 
cium, protein, and B-vitamins than ordinary 


ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA 


nonfat milk, Because your patients can add 
this additional amount, 
they get needed nutrients 
— without excessive calo- 
ries. And its richer, more 
delicious flavor mixed 
over-strength is a natural 
way to extra nutrition 





they'll enjoy. Costs them 
only 10¢ a quart. 




























Provides potent analgesic 
and anti-inflammatory benefits 
without sedation, 

risk of addiction, 

tolerance or constipation. 


ANON 
eds? Supplied: Tablets, bottles of 48. 
2 
cond Wyeth Laboratories Philadelphia 1, Pa. 





A Century of Service to Medicine 





to keep the 
geriatric patient's 
weight under control a 


&, 


DIETARY FOR WEIGHT CONTROL 


for adequate nutrition 
with high satiety on 900 calories a day 
... Without appetite depressants 
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adequate nutrition on only 900 calories daily 


Metrecal is a scientifically blended powder consisting of protein, carbo- 
hydrate and fat, with added vitamins and minerals. One half-pound of 
Metrecal powder, mixed with a quart of water, supplying 900 calories 
as the daily feeding, provides 70 Gm. of protein, which permits the 
geriatric patient to remain in positive nitrogen balance. All essential 
vitamins and minerals are present in amounts which meet or exceed 
minimum daily requirements. 


helps meet a common problem in the elderly 


In later life, overweight “...from sheer overeating is a common and 
serious problem....[which] becomes increasingly detrimental with 
advancing age.”! The 900-calorie daily Metrecal program is particu- 
larly suitable for weight reduction of geriatric patients who frequently 
require “...diets as low as 800 calories daily....’”* 


clinical reports encouraging 


In a general study* of 100 patients on the 900-calorie Metrecal diet for 
periods up to twelve days, an average weight loss of 644 pounds per 
patient was recorded. In another study* of ambulatory overweight pa- 
tients on the 900-calorie Metrecal program, weight losses, taste accept- 
ance, tolerance and hunger-appeasing properties were very favorable. 
In a study of 42 overweight patients® with serious medical dis- 
orders common to the elderly, such as arthritis, cardiovascular disease, 
diabetes mellitus and gout, the 900-calorie daily Metrecal program 
provided an average total weight loss of 6.3 pounds per patient during 
the first week for 33 of these subjects. Thereafter, satisfactory weight 
losses continued with the 900-calorie daily Metrecal program used in 
alternate periods with a balanced 1,000-calorie diet consisting of 
conventional foods. 

These reports indicate that, as well as providing optimum nutrition, 
Metrecal is palatable, well accepted, convenient to use, satiating and 
encourages good cooperation. 

When more than 900 calories are permitted, either the daily allotment 
of 4% pound of Metrecal may be increased or it may be used in con- 
junction with low-calorie foods. 


Metrecal Weight-Control Guide is available from your Mead Johnson 
representative or by writing us, Evansville 21, Indiana. 

References: (1) Stieglitz, E. J.: Geriatric Medicine: Medical Care of Later Maturity, ed. 3, 
Philadelphia, J. B. Lippincott Company, 1954, p. 34. (2) Sebrell, W. H., Jr., and Hundley, 
J. M., in Stieglitz, E. J.: ibid, p. 188. (3) Antos, R. J.: Southwestern Med. 40:695-697 


(Nov.) 1959. (4) Tullis, I. F., to be published. (5) Roberts, H. J.: Effective Long-Term 
Weight-Reduction—A Therapeutic Breakthrough, to be published. 


4 Mead Johnson 2960 


Symbol of service in medicine 
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in peripheral vascular disease... 





















direct, prolonged action 


In both vasospastic and occlusive peripheral vascular diseases, 
CYCLOSPASMOL is orally effective, well tolerated, and notably free 
from side-effects. Clinically proved, it is recommended for the 

control of intermittent claudication in arteriosclerosis obliterans, 
Raynaud’s disease, and Buerger’s disease. Also for treatment of trophic 
and diabetic ulcerations and for circulatory impairment of feet, 

legs, and hands. 





VASODILATING EFFECT OF CYCLOSPASMOL DEMONSTRATED BY THERMAL DATA' 


Before CyCLOSPASMOL therapy—average skin temper- After CycLospasmoL therapy (100 mg. q.i.d. for 2 
ature of fingertips of both hands weeks)—average skin temperature of fingertips of 
both hands 





Omin. 5 10 15 20 25 30 f Omin. 5 10 15 20 25 30 | 


Patient is 65-year-old woman suffering from peripheral vascular disease attended by 

vasospasm. Before CycLospAsMOL, skin temperature remains almost constant fol- 

lowing ice bath. Skin temperature climbs six degrees in the same interval, however, 
5 I 5 


when patient is on CyCLOsPASMOL therapy. 





IVES-CAMERON aie OSI F 


COMPANY 2 nee eee | 
Now Vork 16, W.¥. Reference: 1. Kappert, A.: Schweiz. med. Wchnschr. 85:273, 1955. Bibliography: 1. Van Wijk, T.W.: 
Angiology 4:103, 1953. 2. Gilhespy, R.O.: Brit. M.J. 2:1543, 1957. 3. Gilhespy, R.O.: Angiology 7:27, 1956. 
4. Winsor, T.: Angiology 4:134, 1953. 5. Reeder, J.J.: Geneesk. gids. 31 :370, 1953. 





proven successful’ in 


almost every 


case of 
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Used in the bath SARDO releases 

millions of microfine water-dispersible 
globules* to provide a soothing, softening ® 
suspension which enhances your other 

| therapy. SARDO baths... 


1 rehydrate the dry, itchy, scaly skin 


s 
2 add comfort to the therapeutic care in the bath 


3 act to measurably increase natural 
emollient skin oil 


— 


for atopic dermatitis 





30 4 minimize loss of natural oil and r nee 
) excessive moisture with a fine eczematoid dermatitis 


non-occlusive film : : 
senile pruritus 


Patients will appreciate pleasant, 


convenient, easy to use, pine-scented contact dermatitis 
SARDO. Non-sensitizing. Most economical. 
Bottles of 4, 8 and 16 oz. soap dermatitis 


1. Spoor, H. J.: N. Y. State J. Med. Oct. 15, 1958 





Samples and literature 


yours for the asking. 
75 East 55th Street 


Sar deau, [ NC. New York 22, N. Y. ©1959 Patent Pending, T.M. 
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(Continued from page 46A) 


All aspects of pulmonary and mediastinal 
tumors are covered, including embryology, 
histology, clinical symptoms, roentgenologic 
findings, diagnosis, and therapy. A section on 
pulmonary cysts is included. Perhaps the 
problem of combining completeness with 
brevity was the most difficult part of the 
work. This reviewer, at least, found the book 
too detailed in some aspects for the casual 
reader and too brief in many aspects for the 
student of pulmonary diseases. 

The authors faithfully attempt to pre- 
sent all sides when writing of controversial 
The 
plications or involvements associated with 


issues. intra- and extrathoracic com- 
cancer of the lung rightly occupy the great- 
est part of the book. Short case histories 
are used to illustrate certain points. 

The multiple authorship results, as 
usual, in contradictions between specialists 
in different fields and in some repetition. 
The chapter on surgical management is 
very good and presents a practical concept 
of management of lung cancer. The radiol- 
ogist’s diagnosis 


approac h to represents 


almost the other extreme. 

For the interested physician, the book 
will serve as an introduction to the subject 
of tumors of the lung and mediastinum. An 
extensive bibliography is presented. 

NORMAN G. HEPPER, M.D. 
Rochester, Minnesota 


Emotional Forces in the Family 


SAMUEL LIEBMAN, M.D., 
Lippincott Co. 149 pages. 


1959. Philadelphia: J. B. 


This volume consists of a series of lectures 
concerned with the role of the individual 
in the family group. The influence of twen- 
tieth century technologic developments up- 
on relationships between marriage partners 
and between parents and their children is 
discussed by Meerloo; the woman’s role as 
wife and mother, by Jessner; the role of the 
man as husband and father, by Ness; the 
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place of the child in relationship to the cul- 
ture and family, by Berman; the impact of 
in-laws and relatives on the family group, 
by Ackerman; the influence of the “boss” 
on the individual and his family, by Schaff- 
ner; and the effects of rapidly changing 
social forces on the individual, family, and 
community, by Marmor and Kubie. 

The impact of aging in the family is pre- 
sented by McKerracher, who emphasizes that 
the difficulties of age spring from conflict 
among the generations, ill health, and the 
pressures of modern living. The importance 
of ill health, the effect of the industrial rev- 
olution on the status of the aged, and the 
and 
ments for the care of the elderly are briefly 
reviewed. The author decries the tendency 


shifting home institutional arrange- 


to “shove the sick aged into big institutions” 
and instead recommends small regional men- 
tal hospital units attached to local general 
hospitals where the aged can receive treat- 
ment for acute physical or mental illness 
and then return to the community. The 
needs of the aged for adequate social out- 
lets, appropriate housing “near but not 
with” married offspring, and adequate fi- 
nancial support including occupation are 
all emphasized. 

The papers contained in this small volume 
are essentially review in type and do not 
present new research data, but for the 
reader who wishes a succinct digest of the 
sociopsychiatric approach to family prob- 
lems it should prove quite informative. 

ALEXANDER SIMON, M.D. 
San Francisco 


Color Atlas and Management of 
Vascular Disease 
WILLIAM T. FOLEY, M.D., and IRVING S. WRIGHT, 
M.D., 1959. New York: Appleton-Century-Crofts, Inc. 
170 pages. Illustrated. $18.00. 
This compact, attractively bound volume 
consists of 7 chapters covering peripheral 
arterial diseases, venous diseases, lymphe- 
dema, vasospastic disorders, aneurysms, dis- 
eases of small vessels, and blood vessel tu- 
mors. Each chapter is composed of excellent 
descriptions of the many diseases included 
with case reports and beautiful color plates 
illustrating various aspects of the lesions and 
(Continued on page 58A) 
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Each capsule contains: 
Vitamin B,. with AUTRINIC® 


Intrinsic Factor Concentrate 
2 U.S.P. Oral Units 


PRONEMIA minimizes the chance of 
inadequate or irregular hemoglobin UP AND 


response due to forgotten or STEADY 


“skipped” doses...or interruption of 


i E Ferrous Fumarate ...... 350 mg. 
aeny Sacer . ee Iron (as Fumarate) ..... 115 mg. 
fills patient preference for a comfort- Ascorbic Acid (C)....... 150 mg. 
able, easily remembered, anti-anemia PG NGS. 5 655.500 situ sees 2 mg. 


regimen. Provides a full daily dosage 
of improved iron, ferrous fumarate, 
in a single capsule—excellently tol- 
erated and remarkably efficient. 


only one-capsule-a-day 


PRONENMI 


Hematinic Lederle 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, N.Y. QA 


Also available in adapted formu- 
las as FALVIN® Hematinic (2-a- 
day) and PERIHEMIN® Hematinic 
(3-a-day). 
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PSORIASIS 


4 distressing 


to the patient 


4 perplexing 


to the doctor 





RIASOL 
Ve 


clinically tested > K - 





ethically promoted > 
safe and effective > 
easy to use > 


maximum assurance > 


against recurrence and 
adverse reactions 


WRITE for PROFESSIONAL 
SAMPLE and LITERATURE 





AVAILABLE COMPOSITION 
ot pharmacies or direct RIASOL contains 0.45% Mercury chemically com- 
in 4 and 8 fluid ounces bined with soaps, 0.5% Phenol, 0.75% Cresol. 


SHIELD LABORATORIES 
Dept. G-560 
12850 Mansfield Avenue e Detroit 27, Michigan 
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RAUDIX.\ 





Raudixin-the cornerstone of antihypertensive therapy- 
helps relieve the pressures in your patients-helps 
relieve the pressures on your patients / 50 ana 100 mg. tablets 
whole root rauwolfia for exceptional patient response 


7 SiN 
ir x) 





i Squibb Quality——the Priceless Ingredient 
x 





Squibb Whole Root Rauwolfia Serpentina/‘RAUDIXIN’® IS A SQUIBB TRADEMARK 
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(Continued from page 54A) 


with photoradiographs and _ photomicro- 
graphs where pertinent. 

Most of the vascular conditions that might 
be encountered in a large clinic are pre- 
sented in some detail. The arterial obstruc- 
tive and vasospastic disorders are well cov- 
ered as are the diseases of small vessels, 
which are classified into 8 conditions asso- 
ciated with increased fragility of vessels and, 
in addition, 9 conditions associated with in- 
creased permeability, such as frostbite and 
angioneurotic edema. 

The chapter on venous disorders covers 
the thromboembolic conditions and pulmo- 
nary embolism in some detail, with minimal 
mention of the evaluation of venous insufh- 
ciency. Aneurysms, the arteriovenous ab- 
normalities, and vascular tumors are briefly 
described. 

It is unfortunate that the term “‘manage- 
ment” is included in the title, as this would 
seem to imply more complete coverage of 
the treatment of these disorders than is in- 
cluded in this otherwise excellent book. 

Technics of medical management, where 
applicable, are well covered in some sections. 
These include the use of anticoagulants, 
diet, drugs, induced fever, exercise, elastic 
stockings, and so forth. There are major de- 
ficiencies in mention of therapy for disor- 
ders acknowledged to be entirely surgical in 
nature, such as aneurysms and arteriovenous 
fistulas, which reflect the medical specialty 
of the authors, and the reviewer takes issue 
with the exclusive application of conserva- 
tive medical therapy to the chronic, ob- 
structive arterial disorders. The majority of 
case reports in this category, for example, 
included descriptions of peripheral ischemic 
lesions related to obstructions in larger ar- 
teries, such as distal aortic occlusion in a 
35-year-old female that was managed with 
an oscillating bed followed by progressive 
exercise. It would seem that direct surgery 
in the involved vessel would be the accepted 
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method of treatment in most clinics. In most 
of the rarer conditions mentioned in the 
chapters on vasospastic disorders, diseases of 
small vessels, or blood vessel tumors, thera- 
py is mentioned only briefly, if at all, in the 
case reports. 

On the whole, the book adequately ful- 
fills the aim that the authors mention in 
the preface—that of providing a book of 
color descriptions of vascular disorders. The 
outstanding illustrations accompanied by 
vivid descriptions provide an excellent pic- 
torial reference for the physician encounter- 
ing or interested in vascular disorders. 

E. STANLEY CRAWFORD, M.D. 
Houston 


Handbook of Circulation 
PHILIP L. ALTMAN, analysis and compilation; DORO- 
THY S. DITMAR and RUDOLPH M. GREBE, Editors, 
1959. Philadelphia: W. B. Saunders Co. 393 pages. 
$7.50. 
This handbook is a compendium of statis- 
tical data covering multiple facets of the 
circulatory system in man and animals. 
The material is organized in the form of 
tables, graphs, diagrams, and drawings, but 
without any didactic discussion. Data is in- 
cluded on circulatory anatomy, blood vol- 
umes, cardiac output, heart rate, blood 
pressures, blood and lymph flow, the elec- 
trocardiogram, heart sounds and murmurs, 
blood coagulants and anticoagulants, and 
effects of pathologic conditions. This com- 
pilation is strictly a reference volume with 
little pertinence in the field of geriatrics. 
It will be most valuable to the research 
investigator and the comparative anatomist 
and physiologist for whom it will serve as 
useful reference material. 
ALBERT N. BREST, M.D. 
Philadelphia 


Virus Hunters 

GREER WILLIAMS, 1959. New York: Alfred A. 

Knopf. 503 pages. $5.95. 

This is a delightfully written book which 

shows how we obtained our present-day 

knowledge of viruses. Mr. Williams has done 

a tremendous amount of research work and 

has done it very well. It is to be hoped that 

this book will keep selling for many years. 
WALTER CG. ALVAREZ, M.D. 


GERIATRICS, MAY 1960 
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Anturan’ 


brand of sulfinpyrazone 


By vastly increasing the excretion of 
uric acid Anturan directly counter- 
balances the basic metabolic defect 
in gout. 


Clinical experience shows that 
Anturan: Prevents new tophus 
formation—causes absorption of 
pre-existing tophi.',? 


Reduces the incidence and severity 
of acute attacks after the first few 
weeks of treatment.*:* 


Relieves interval pain?*—reduces 
joint swelling’—improves mobility.? 


na ey 
Ls 2a 


F, Burns, J. ae wa A. B.: 
1 tman, 
pe Med. 

, Cook, E. R., 


3 
a act: ; is 
1 * 9958. “4. ‘Ogryzlo, M. A., and Harrison, 
55: nn. Rheumat. Dis. 16: 425, 1957. 


AnturanT.M., brand of sulfinpyrazone: scored 
tablets of 100 mg. in bottle of 100. 
Detailed Literature on Request. 


Geigy, Ardsley, New York Geiny 
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Overweight not only detracts from personal appearance, 
it steals from a person’s chance for a long and healthy 
life. As a service to those advising about weight control, 
a moderate low-fat, well-balanced breakfast is presented 
here for your consideration. Jts fat content of 10.9 gm. 
provides 20 per cent of the total calories which makes it a 


A moderate 
low-fat 
well-balanced 


breakfast for 


a woman of 45 


moderate low-fat morning meal. For women in this age 
group and for most others, it provides about one-fourth 
of the recommended dietary allowances as shown in the 
chart below. This basic cereal and milk breakfast is 
well-balanced and nutritionally efficient as demonstrated 
by the Iowa Breakfast Studies. 


Recommended Daily Dietary Allowances* and the Nutritional Contribution of a Basic Cereal 


and Milk Moderate Low-Fat Breakfast 








Menu: Orange Juice—4 oz.; 

Cereal, dry weight—1 oz.; 

Whole Milk—4 oz.; Sugar—I teaspoon; 

Toast (white, enriched)—2 slices ; 

Butter—S5 gm. (about 1 teaspoon); 

Nonfat Milk—8 oz. 

Vitamin Niacin Ascorbic 

Nutrients Calories Protein Calcium Iron A Thiamine Riboflavin equiv. Acid 
Totals supplied by 
Basic Breakfast 503 20.9 gm. 0.532 gm. 2.7 mg. S5881U. 0.46 mg. 0.80 mg. 7.36 mg. 65.5 mg. 
Recommended Dietary 
Allowances— Women, 45 Years 
(58 kg.—128 Ib.) 2200 58 gm. 0.8 gm. 12mg. SOOOLU. 1.1 mg. 1.5 mg. 17 mg. 70 mg. 
Percentage Contributed : 
by Basic Breakfast 22.9% 36.0% 66.5% 22.5% 11.8% 41.8% 53.3% 43.3% 93.6% 





Cereal Institute. Inc.: Breakfast Source Book. 
Chicago: Cereal Institute, Inc., 1959. 

Food & Nutrition Bd.: Recommended Dietary Allowances, Revised 1958. 
Natl. Acad. Sci.—Natl. Research Council Publication 589, 1958. 

Watt, B. K., and Merrill, A. L.: Composition of Foods—Rav 

Processed, Prepared. U.S.D.A. Agriculture Handbook No. 8, "i950. 


*The allowance levels are intended to cover individual variations 
among most normal persons as they live in the United States under 
usual environmental stresses. Calorie allowances apply to 
individuals usually engaged in moderate physical activity. For 
office workers or others in sedentary occupations they are excessive, 
Adjustments must be made for variations in body size, age, 
physical activity, and environmental temperature, 


CEREAL INSTITUTE, INC. 
135 South La Salle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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SUDDENLY 
SHE FINDS HERSELF 
DROPPING THINGS 














munor cerebral 
accident? 


LOOK OUT FOR THE “LITTLE STROKES” 
resulting from abnormal capillary fragility. 
Sudden dizzy spells, bizarre feelings of pain, 
double vision, occasional stumbling or 
mental confusion are typical episodes.’ 
LITTLE STROKES MAY BE AVOIDED 
Many cerebral accidents may be avoided if 
adequate amounts of hesperidin and ascorbic 
acid are provided.’ Hesper-C provides the 
hesperidin complex with vitamin C, synergists 
in supporting capillary repair. 


Hesper-C. 


THE CAPILLARY PROTECTIVE FACTORS 








References: 1. Alvarez, W. C.: The New 








Physician 6: 42, 1957. 2. Gale, E. 'T., and = 
In) Thewlis, M. W.: Geriatrics 8:80, 1953. oe 
THE NATIONAL DRUG COMPANY, Philadelpt ia 44, Pa. 


HC-1741/59 
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Your surgical convalescent feels better 
because he is better with 


Durabolin 


(Nandrolone phenpropionate injection, ORGANON) 





- safe potent anabolic stimulation 
to maintain positive nitrogen balance 
}; } + to promote rapid wound healing 
CC. ONCE EACIL WEEK to restore appetite, strength, vitality 
to shorten convalescence, save nursing time 
to reduce the cost of recovery 





EE TT 


Supplied: 1-cc. ampuls (box of three) and 5-cc. vials, 
25 mg. nandrolone phenpropionate/ cc. 
Adults: 1 cc. im. each week, or 2 cc. every other week. 








@=2er0) OrcANON Inc., W. Orange, N. J. 













“Because Caroid and Bile Salts Tablets are not harsh, 
but act gently to produce a normal bowel movement, 
I prefer them for my ‘over 40’ patients.” 
























Caroid & Bile Salts... 


The combined action of the principal ingredients in Caroid and Bile 
Salts Tablets provides 3-way, physiologic relief of constipation. 
Caroid® — potent proteolytic enzyme for improved protein digestion. 
Bile salts — choleretic for treatment of biliary stasis; hydrotropic for 
soft, well-formed stools. 

Stimulaxant — to improve smooth muscle tone, restore regularity. 


Dosage: 1 or 2 Caroid and Bile Salts Tablets should be taken with at least 
1 glass of water about 2 hours after breakfast and at bedtime. 


Samples on Request. 
American Ferment Co., Inc., 1450 Broadway, New York 18, N. Y. 
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SERPASIL’ m 


(reserpine cipa) 
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akes it go down! 


Om Ge > ay. 


SUMMIT, N. J, 





suppress the inflammation that causes 
the pain and stiffness. Thus, to the 
direct relief of musculoskeletal pain, 


‘Medaprin is supplied in bottles of 100 
jand 500 tablets, each containing: 300 mg. 
acetylsalicylic acid for prompt relief 

of pain; 1 mg. Medrol to suppress the 
Causative inflammation; 200 mg. calcium 
carbonate as buffer. 


"Trademark, Reg. U. S. Pat. Off. — methylprednisolone, Upjohn 


THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN 














ALPEN is the oral penicillin that provides,on a fasting stomach, 
peak antibiotic blood levels approximately twice as high as oral potas- 
sium penicillin V...and significantly higher than I. M. penicillin G. 


Some strains of staphylococci resistant to other penicillins exhibit in 
vitro sensitivity to potassium phenethicillin. 


ALPEN has greater freedom from the G. I. sequelae (overgrowth of 
resistant flora) sometimes observed with broad spectrum -mycins. 


ALPEN gives much higher antibiotic levels within the first hour of 
ingestion by the well-tolerated oral route. 


WHEN TO USE ALPEN Recommended in the treatment of infec- 
tions caused by pneumococci, streptococci, gonococci, coryne- 
bacteria, and penicillin-sensitive staphylococci. 

HOW TO USE ALPEN Depending on the severity of the infection, 
125 mg. (200,000 units) or 250 mg. (400,000 units) three times 
daily may be used. In more severe or stubborn infections, a dos- 
age of 500 mg. (800,000 units) t.i.d. may be employed. In beta 
hemolytic streptococcal infections, treatment should be con- 
tinued for at least ten days. 

PRECAUTIONS The usual precautions in the administration of 
oral penicillin should be observed. For further details see pack- 
age literature. 

Tablets: 125 mg. and 250 mg., bottles of 25 and 100. Powder for 
Oral Solution (lemon-lime flavored), 1.5 Gm. bottle (125 mg. per 
5 ec. teaspoonful). 


this is the tablet 
that gives higher peak 


antibiotic blood levels 


HIGHER THAN I. M. PENICILLIN G 
HIGHER THAN POTASSIUM PENICILLIN V 


ALPEN 


ALPEN™- potassium phenethicillin 





Back again 


with renewed joint pain 
and stiffness...discouraged, 
worried, dissatisfied. Her 
morale alone demands a 
new approach. But what? 


This time... ATARA XOID 


prednisolone-hydroxyzine HCI 


IN RHEUMATOID ARTHRITIS 


Combines the established steroid, prednisolone (Sterane®) with tension- 
easing hydroxyzine HCl. When anxiety impedes clinical response, 
ATARAXOID offers superior control—often at lower steroid dosage in the 
case of certain rheumatic disorders—and without unexpected side effects. 
also indicated in bronchial asthma and inflammatory/allergic dermatoses 
ATARAXOID provides 10 mg. hydroxyzine HCl with vari- 
ous potencies of prednisolone per tablet: ATARAXOID 5.0 
scored, green tablets, 5 mg. ATARAXOID 2.5 scored, blue 
tablets, 2.5 mg. ATARAXOID 1.0 scored, orchid tablets, 1mg. 


Professional Information Available on Request 


Sana 
PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York (Pfizer. Science for the world's well-being™ 
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..anxtety is costly to the heart...’ 


“Tn at least 80 per cent of the patients seen by the cardiologist, anxiety prolongs and intensifies 
the physical disorder. For ambulatory patients, meprobamate is believed most suitable of the 


ataractic agents [to control anxiety].’” 


The efficacy and wide safety margin of EQUANIL (meprobamate, Wyeth) is attested to by 
hundreds of published clinical studies. EQUANIL is predictable in its effects; pharmacologic 
actions are not diffuse. EQUANIL is well tolerated. Effects are not cumulative even on 


prolonged use. Side-reactions are remarkably few and mild. 


Although rare, allergic reactions may occur; ex- 


cessive dosage should be avoided in all patients. 
For further information on prescribing and ad- 
ministering EQUANIL see descriptive literature, 
available on request. 

Wyeth Laboratories Philadelphia 1, Pa. 


1. Waldman, S., and Pelner, L.: Am. Pract. & Digest Treat. 
8:1075 (July) 1957. Meprobamate, 
2. Friedlander, H.S.: Am. J. Cardiology 1:395 (March) 1958. Wyeth 


ANNIVERSARY 


A Century 
of Service 
to Medicine 








Yew agent for parkinsonism 





brand of biperiden (Ke) 
PARKINSON’S DISEASE 


postencephalitic — idiopathic — arteriosclerotic 


DRUG-INDUCED EXTRAPYRAMIDAL DISORDERS 


parkinsonism — dyskinesia — akathisia 


MUSCULAR SPASTICITY NOT RELATED TO PARKINSONISM 


ACTION Frequently diminshes akinesia, rigidity, and tremor 
with subsequent improvement in coordinated move- 
ment, gait, and posture. Masklike face disappears. 
Salivation and oily skin are decreased. Oculogyric 
crises are often lessened in intensity and frequency. 


SIDE EFFECTS Minimum (mainly dry mouth or blurred vision). 
DOSAGE Individual adjustment of dosage is necessary in all 


instances. Dose range extends from 2 mg. to 24 mg. 
daily, in divided doses. 





AVAILABLE Supplied as the hydrochloride salt, 2 mg. bisected tab- 
lets, bottles of 100 and 1000. 





Complete information furnished upon request. 





KNOLL PHARMACEUTICAL COMPANY 2:42.32 


(formerly Bilhuber-Knoll Corp.) 
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In Kraurosis and Leukoplakia Vulvae, 





-Pruritis Vulvae et Ani, Postmenopausal 





_and Senile Vaginitis. . . 






® 


HIST-A-CORT-E 


CREME ro) ee ad 


ACID MANTLE* -HYDROCORTISONE-ESTRONE-PYRILAMINE MALEATE-SYNTHETIC VITAMIN.A 


oo 


Stops itching instantly and completely. 






Corrects thickening of skin—eliminates scaling. 
Restores skin to normal softness and pliability. 
Tends to negate necessity for surgery 
in Kraurosis and Leukoplakia Vulvae. 


INCORPORATED 


Supply: With 2% hydrocortisone in //2 oz. and | oz. tubes Wm EXCLUSIVE 
; . F ACID MANTL 
With 1% hydrocortisone in '% oz. tubes poo : 


Sig: Apply twice daily Samples and literature on request 


THE MOST TRUSTED NAME IN .DERMATOLOGICALS 





DOME CHEMICALS INC. 


125 West End Avenue, New York 23 < 
665 N. Robertson Bivd.,Los Angeles 46 + 2765 Bates Road, Montreal . 






TIA 

















NUTRITIOUS HOT WHOLE WHEAT CEREAL 


sparks appetites with its good flavor! 


Even listless appetites are tempted by the pleasing taste 
and different texture of Pettijohns. It’s so good with 
brown sugar and butter, with milk, sian or with cooked 
fruit. And it digests so easily! 

Pettijohns has the whole-wheat nutrition so beneficial 
to older people . . . valuable protein, vitamin B,, iron and 
phosphorous. . . plus the mild, peristalsis stimulant action 
of natural bran. 

Suggest Pettijohns to your patients as an appetizing 
cereal change! 


PertisouHNsS 
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Patients are happier when doctors choose 


They are free of the visceral discomfort and 
prolonged embarrassment so often caused 
by older enema methods. The ready-to-use 
Fleet Enema squeeze bottle also does away 
with troublesome preparation and cleanup 
procedures. Insertion is made easy and safe 


You can order Fleet Enema with confidence for a variety 
of diagnostic and therapeutic purposes—even for 





with the pre-lubricated, anatomically cor- 
rect 2-inch rectal tube. Most important — 
Fleet Enema provides a quick yet thorough 
cleansing action with only 41/2 fl.oz. of pre- 
cisely formulated, standardized solution.’ 


patients on sodium-restricted regimens.? Systemic 
absorption is negligible, 


Fleet Enema 


j 
; 
a 





100 cc. contains: 16 Gm, sodium biphosphate and 6 Gm. sodium phosphate in 
4Y-floz. squeeze bottle. Pediatric size, 2% fl.oz. Also available: Fleet Oil 
Retention Enema, 4%4-floz, ready-to-use unit containing Mineral Oil U.S.P. 


FLEET ENEMA 


READY-TO-USE SQUEEZE BOTTLE 


1, Rosenfield, H. H., et al.: Obst. & Gynec, 11:222, 1958, 2, Hellman, L. D.: To be published. C. B. FLEET CO., INC, LYNCHBURG, VIRGINIA 
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IN CHRONIC BRONC 


betters breathing, forestalls the crisis 


Choledyl, the choline salt of theophylline, improves pulmonary function, 
betters breathing, forestalls the crisis, is basic in any prophylactic regimen. 
A pure bronchodilator, Choledyl is free of sedative and sympathomimetic 
effects...Choledyl produces up to 75% higher theophylline blood levels 
than does oral aminophylline...does not cause gastric irritation or drug 
fastness...is ideal for long-term use. Usual adult dose: 200 mg. q.i.d. 


CHO GP O01 


T4A 





HITIS, ASTHMA AND EMPHYSEMA 


CHOLEDYL 


brand of oxtriphylline 
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MORRIS PLAINS, N.J. 











phyltine 


NS, NJ 


THE 


REALMS OF 
GERIATRIC 
THERAPY 

BEST ATTAINED 


WITH 

















TARAX 


(brand of hydroxyzine) 


Areas of Special 
Usefulness 


. wide record of effectiveness — over 200 labora- 


secretion. 


Supportive Clinical Observation 


Atarax ‘‘...seems to be the agent of choice in patients 
suffering from removal disorientation, confusion, con- 
version hysteria and other psychoneurotic conditions 
occurring in old age.”’ Smigel, J. 0., et al.: J. Am. 
Geriatrics Soc. 7:61 (Jan.) 1959. 


tory and clinical papers from 14 countries. Widest 
latitude of safety and flexibility—no serious adverse 
clinical reaction ever documented. Chemically distinct 
among tranquilizers—not a phenothiazine or a mepro- 
bamate. Added frontiers of usefulness—antihistaminic; 
mildly antiarrhythmic; does not stimulate gastric 


...and for 
additional evidence 


Settel, E.: Am. Pract. & 
Digest Treat. 8:1584 
(Oct.) 1957. Negri, F.: 
Minerva med. 48:607 
(Feb. 21) 1957. 








“All patients [many with circulatory or respiratory dis- 
orders] perfectly tolerated the medication, which was 
continued for a long time in certain cases.” Jouan, F.: 
Santé Publique 13:161 (July 5) 1958. 


Ende, M.: Virginia M. 
Month. 83:503 (Nov.) 
1956. Dolan, C. M.: Cali- 
fornia Med. 88:443 (June) 
1958. 








Atarax “'... favorably modified psychosomatic mani- 
festations when they were caused by an increase in 
emotional tension. In states of excitation, anxiety neu- 
roses, and arteriovisceral conditions, the therapeutic 
results obtained were often much more favorable than 
those produced by other therapies.” Farah, L.: Internat. 
Rec. Med. 169:379 (June) 1956. . 





Shalowitz, M.: Geriatrics 
11:312 (July) 1956. 
Schuller, E.: Gaz. des 
Hépitaux 129:391 (Apr. 10) 
1957. 


Dosage: One 25 mg. tablet, or one tbsp. syrup, q.i.d. For severe emotional disturbances and sedation, one 100 mg. 


tablet b.i.d. 


Supplied: Tiny 10 mg., 25 mg., and 100 mg. tablets, bottles of 100. Syrup (10 mg. per tsp.), pint bottles. Parenteral 
Solution: 25 mg./cc. in 10 cc. multiple-dose vials; 50 mg./cc. in 2 cc. ampules. Prescription only. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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He’ll take 
advancing years 
in stride... 


when he takes Riton ic x. 





The debilitated or aging patient who lacks 
vitality and drive acquires new zest for liv- 
ing with this gentle stimulant and vitamin- 
hormone combination. 


Each Ritonic capsule contains: 





RICAN CAVGLOCIIOTIGE so)... cy esscsisccstepsctetesssseeisccoee TMS 
ERSTE ACRE RUCIIDISES 5505555 ccasuhvote es cececaseconsaccysiseest 1.25 mg. 
CUDING] ESHTAGION <......5.....seccesesscnesssssveossese) IMICTORTAINS 
CRRA ATUR AA [VACANT INR ID ies vsk ck ccscccecsavasocvesavesssdssnccccsset 5 mg. 
riboflavin (vitamin B,) ................. .. 1 mg. 
PYTIGOXAN: (VACAMAIN Bg). .400..:5-0-0ss-cscesinssssieesss 2 Mg. 
PIEATHIN Tg BOUVIY «5, icsscscccssesccateiscahssee 2 micrograms 
SASCRSERIBATIARCEG aces. ssesceuensvanerses iiss avtasissivsvignde enida 25 mg. 
GAGAUCIMIA PUGH AEE Fosse stank: suctessteesseettyuaed 250 mg. 


Supplied: RITONIC Capsules; bottles of 100. 


RITALIN® hydrochloride 


(methylphenidate hydrochloride CIBA) ( | B A 
SUMMIT, NEW JERSEY 
Complete information available on request. 2778MB8 





























enhanced utility 
for special needs 


NEW 





brand of nitrofurazone 


SERTS 








(FORMERLY FURACIN URETHRAL SUPPOSITORIES) 


0.2% Furacin and 2% diperodon + HCl, 
an efficient local anesthetic, in a water- 
dispersible base. Each hermetically 


sealed in silver foil, box of 12. 








“extremely convenient and effective”... 


“for topical treatment of infections in 





d relatively inaccessible body orifices or 
, wound sinuses” 

i _ Gilliotte, B. W.: Clin. Med. 6 :223, 1959 
B. NOW PRESCRIBED FOR ® draining wound sinuses (surgical or traumatic) 
A = juvenile vulvovaginitis = infections of the nares, external auditory 
S. canal, endocervix and anorectum «as well as for urethral indications 
as = provide adequate antibacterial concentrations at hard-to-reach sites of 


4 infection = relieve local pain and discomfort = slender, tapered shape 
permits easy introduction 
NITROFURANS...a unique class of antimicrobials 


EATON LABORATORIES, NORWICH, NEW YORK 
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Balances the mood—no “seesaw” effect of 
amphetamine-barbiiurates and ener- 
gizers. While amphetamines and energizers 
may stimulate the patient — they often 
aggravate anxiety and tension. And 
although amphetamine-barbiturate combi- 
nations may counteract excessive stimula- 
tion — they often deepen depression. 


In contrast to such “‘seesaw” effects, Deprol 
lifts depression as it calms anxiety. 


this may be gradually increased up to 3 tablets q.i 
(benactyzine HCl) and 400 mg. meprobamate. 


literature and samples. 


a smooth, balanced action that lifts depression 
as it calms anxiety...rapidly and safely 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 
Composition: 1 mg. 2-diethylaminoethyl benzilate hydrochloride 
Supplied: Bottles of 50 light-pink, scored tablets. Write for 


























Geriatric and chronically 
ill patients respond with- 
in a few days. Thanks to 
your prompt treatment 
and the smooth action of 
Deprol, her depression 
is relieved and her anxi- 
ety calmed—often in two 
or three days. She eats 
well, sleeps well and her 
depression no longer 
complicates your basic 
regimen. 








Lifts depression...as it calms anxiety! 


For geriatric and chronically ill patients — 


Acts swiftly—the patient often feels better, 

sleeps better, within two or three days. 

Unlike most other antidepressant drugs, 

Deprol relieves the patient quickly — often j 
within two or three days. 


Acts safely—no danger of hypotension or l 
liver damage. Deprol does not cause hypo- 
tension, tachycardia, jitteriness, or liver 
toxicity. It can be safely administered with 
basic therapies. 


“Deprol* 


\.¥ WALLACE LABORATORIES 
WWJ New Brunswick, N. J. 
co-761 
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REFLECTION ON CORTICOTHERAPY: 


Particularly in corticotherapy, the intent 


Is not to treat diseases, but to treat patients. 





This intent 1s best served by using the steroid 
that has the best ratio of desired effects to 


undesired effects: \ | | | 
the corticosteroid that hits the disease, but spares the patient ¥ TO 
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orally, parenterally, and by inbalation 
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Caytine is the only brand of a[(a-methyl-3,4-methylenedioxyphenethylamino)- 
methy]]-protocatechuy] alcohol hydrochloride. 


three forms for individualized management: In patients with asthma, 
emphysema, bronchitis, bronchiectasis, Caytine Tablets, Inhalation, 
and Injection permit the physician to determine the treatment that 
gives the greatest relief with fewest side effects. CAyTINE increases 
vital capacity more than isoproterenol.! In geriatric patients, 
Caytine “...was more effective than any previous medication used.”2 
There are a few side effects, but no toxic reactions, with the use of 
Caytine. No elevation of blood pressure, no adverse ECG, EEG, 
hepatic, renal or hematologic changes have been noted. Patients may 
experience palpitations and anxiety and should be so warned. 

(1) Leslie, A., and Simmons, D. H.: Am. J. M: Sc. 234:321, 1957. (2) Settel, E.: 
Am. Pract. & Digest Treat. 8:1249, 1957. 

For additional information request Brochure No, NDA 18, CayrtINe, 
Lakeside Laboratories, Inc., Milwaukee 1, Wisconsin. 
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A PROFILE: 


Residents 
of homes for 
the aged 


FRANZ GOLDMANN, M.D. 
NEW YORK CITY 


Information obtained from a study 
of residents of 5 homes for the aged 
is reported. Meeting the health 
needs of such persons creates a 
serious problem, which might be 
solved by transforming homes for 
the aged with more than 50 beds 
into institutions for long-term care 
of adults regardless of age. Housing 
in apartments nearby could be pro- 
vided for elderly people capable of 
caring for themselves and thus pro- 
vide them easy access to the health 


services. 


FRANZ GOLDMANN is emeritus associate pro 
fessor of medical care, Harvard University 
School of Public Health, and director of 
the health study conducted under auspices 
of the Council of Jewish Federations and 
Welfare Funds, New York City. 
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MB What are the characteristics of the 
people living in homes for the aged? A 
searching inquiry into this question 
would be amply justified by the large 
size of the home population alone. It is 
indispensable to successful planning for 
the humane, effective, and economic care 
of senior citizens and to determining the 
functions of homes for the aged in the 
immediate future. 

Surprisingly enough, little effort has 
been made to study large numbers of 
residents of homes for the aged for the 
purpose of obtaining the facts necessary 
for decisions on broad policies. An op- 
portunity to venture into this practically 
unknown field arose in connection with 
a large-scale inquiry into the problem of 
coordinating health services for patients 
with long-term illnesses, a project con- 
ducted under the auspices of the Coun- 
cil of Jewish Federations and Welfare 
Funds and supported by a grant from 
the United States Public Health Service. 
As part of this research, a detailed 
study of 530 residents of 5 Jewish homes 
for the aged was carried out in 1958. 


Methodology 


Homes located in different geographic 
regions were chosen in order to avoid 
findings reflecting purely local condi- 
tions. Medium-sized homes. with 50 to 
less than 400 beds were selected because 
this category in 1957 contained 7,694, or 
69 per cent, of the 11,148 beds in 70 
Jewish homes for the aged about which 
detailed information had been obtained 
through a related study. These homes 
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NUMBER 5 








residents of homes 


for the aged 


were the Orthodox Jewish Home for the 
Aged, Chicago, 250 beds; Douglas Gar- 
dens: Jewish Home for Aged, Miami, 84 
beds; the Home for Jewish Aged, Phila- 
delphia, 287 beds; the Jewish Orthodox 
Old Folks Home, St. 135 
and the Jewish Home for the Aged, To- 


Louis, beds; 
ronto, 175 beds. 

At the home in Miami and the one in 
St. Louis, all residents were studied. At 
the three other homes, samples were 
taken which represented one-half of the 
total populations of the homes in Chica- 
go and Toronto and one-third of the res- 
idents of the home in Philadelphia. Fon 
each person included in the study, all 
demographic and socioeconomic facts of 
importance were assembled; the physi- 
cal and mental condition was described 
and appraised, with emphasis on func- 
tional ability; and the health service re- 
quirements were defined and evaluated, 
with determination of both the services 
the home and 


currently rendered at 


TABLE 


referrals to other resources during the 
six months preceding the time of the 
study. The work was carried out by 
teams of physicians, nurses, social work- 
ers, and administrators on the staffs of 
the homes. A one-day census was the 
basis for the study, although the actual 
work-up was spread over a number of 
days. Uniform and comprehensive re- 
cording and reporting was attained 
through the use of a special schedule de- 
the the health 


signed by director of 


study. 
Major Findings 


This report is intentionally limited to 
the presentation of a composite picture 
of the main characteristics of the 530 
residents studied. Data on the services 
rendered and required will be published 
in another paper. 

Age and sex. It has long been known 
from annual reports of some homes that 
many residents are very old, at least 
according to present concepts, and that 
women dominate the scene. These obser- 
vations are confirmed by the case studies 
at the 5 homes (table 1). At the time of 


Age and Sex of Residents, Five Jewish Homes for the Aged, 1958 





Age in years 


All 530 
Under 65 2 
65 - 69 33 
70 - 74 71 
75-79 140 
80 - 84 150 
85 - 89 95 
90 - 94 26 
95 -99 F 


100 and over 


 N 


Not reported 


330 


Total number of 
residents studied 


Men Women 
200 330 
| ] 
10 23 
24 47 
50 90 
a1 93 
41 54 
13 is 
2 5 
] l 
] 5 
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TABLE 


Marital Status and Sex of Residents, Five Jewish Homes for the Aged, 1958 





Marital Total 
status Number Per cent 
All 530 100.0 
Widowed 395 74.5 
Married 64 2 
Divorced or 
separated 40 Eas 
Single 27 ae 
Not reported 4 


0.8 


the evaluation, the mean age of the 530 
residents studied was 79.8 years. More 
than one-half of these senior citizens 
were 80 years of age or older; nearly 3 
in every 10 were in the age group 80 to 
84; nearly 2 


85 and 89; and | in every 15 was 90 


in every 10 were between 


years or older. There were 2 centenari- 
ans in the group. 
far 


Women 330 


against 200, and 50.3 per cent were over 


outnumbered men, 
80 years compared with 57 per cent of 
men. 

Marital status. Spouseless people were 
predominant (table 2). In order of fre- 


TABLE 


Men Women 

Number Per cent Number Per cent 
200 100.0 330 100.0 
124 62.0 271 82.2 
32 16.0 32 9.7 
29 14.5 1] 3:3 
14 7.0 13 3.9 
fee 0.5 3 0.9 


9 


quency, 3 of 4 residents were widowed, 
| in every 8 was married, | in every 13 
was divorced or separated, and 1 in 
every 20 was single. Data were lacking 
for 4 residents. Widowed persons made 
up more than eight-tenths of the women 
and more than six-tenths of the men. 
Married, divorced or separated, and sin- 
gle persons were much more common 
than women. It 


should be kept in mind that the designa- 


among men among 


“married” does not 


imply that both man and wife live in the 


tion necessarily 
home. 


Economic conditions. The principal 


Principal Sources of Financial Support in 


Five Jewish Homes for the Aged, 1958 





Source of financial support Residents 
PP Number Per cent 
All 530 100.0 
1. OASI alone or in combination with other sources, 219 41.3 
including public assistance 
2. Public assistance alone or in combination with 213 40.2 
other sources, excluding OASI 
3. Independent resources, payment by relatives, or 81 15.3 
both 
4. Pensions, other than OASI benefits, with or with- 8 1.5 
out supplementation by independent resources 
5. No income 4 0.8 
Not reported 5 0.9 
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TABLE Living Arrangements Prior to Admission and by Sex 
to Five Jewish Homes for the Aged, 1958 





Living arrangements All residents studied Men Women 
prior to admission Number Per cent Number Per cent Number Per cent 
All 530 100.0 200 100.0 330 100.0 
Own home 254 47.9 90 45.0 164 49.7 
Home of relatives 114 21.5 32 16.0 82 24.9 
Furnished room 65 123 2 16.0 33 10.0 
Boarding or foster home 17 = he) 1] D2 6 1.8 
Institution for long- 58 11.0 24 12.0 34 10.3 

term care 

Hospital 14 2.6 8 4.0 6 1.8 
Not reported 8 ES 3 15 5 I<D 
sources of financial support for the If the evaluation of the economic con- 
great majority of all residents were so- ditions is limited to the 435 residents of 
cial security benefits and public assist- the four homes in the United States, the 
ance (table 3). Only | in every 6 per- proportion of recipients of public assist- 


sons studied was not a recipient of pub- ance, exclusive of simultaneous receipt 
lic aid or social security pensions. Most — of social security benefits, rises to almost 
of these were maintained by relatives or one-half and the proportion of benefi- 
had independent resources of their own, — ciaries of social security declines to close 
and a few had private pensions or public to one-third. In almost all instances, 


pensions other than social security bene- these social security benefits were sup- 
fits. plemented by payments from other 

Four in every 10 residents were re- sources, most frequently by public as- 
ceiving Old-Age and Survivor’s Insur- — sistance. For a substantial number of 


ance benefits, often with supplementary — residents, public assistance status had 
payments from other sources, or Old- been established after their admission to 
Age Security benefits in the case of Ca- the home. Of the 294 persons receiving 
nadian senior citizens. Another 4 in public assistance at the time of the 
every 10 were supported by public as- study, 165, or 56.1 per cent, had been 


sistance alone or in combination with accepted before they entered the home 
usually small—contributions from the and 129, or 43.9 per cent, had been ac- 
family. These average figures are cepted some time later. 

weighted by the very large number of The reasons for the change in the sup- 


Canadian recipients of Old-Age Securi- port of these 129 residents during their 
ty and, correspondingly, the insignifi- stay at the home are enlightening. In 
cant number of recipients of public as- many instances, the funds originally 
sistance in the Jewish Home for the available to the senior citizens had dwin- 
Aged in Toronto, a situation explained dled steadily until they were exhausted. 
by the advanced stage of the Canadian’ In some instances, the residents had 
provisions for the economic security of | been unaware of Old-Age Assistance or 
elderly persons. unwilling to apply for it until the home 
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took the initiative, or their families had 
been reluctant to disclose their economic 
conditions until they were approached 
by the home for support. In still other 
instances, earlier eligibility had been 
barred by a legal requirement of five 
years of residence in the state or had 
been ruled out by the policy of the pub- 
lic agency to accept only persons in di- 
rest need as long as they were living 
with relatives but to grant assistance to 
those entering a home or to those re- 
quiring nursing care in an institution. 

Prior living arrangements. More than 
8 out of 10 residents had gone to the 
home from a place other than an institu- 
tion for the sick (table 4). Almost every 
second person had come from his or her 
own home, slightly more than | in every 
5 from the home of relatives, about | in 
every 8 from a furnished room, and a 
small number from a boarding home, 
foster home, or county home for the 
aged. Most of the 58 residents who had 
been admitted directly from institutions 
for the sick had been in a nursing home 
or similar facility, and relatively few—14, 
or 2.6 per cent—had been transferred 
from a hospital. Reports were lacking 
for 8 persons. Prior to admission, more 
women than men had been living with 
relatives and more men than women had 
been living in boarding homes. 

Before moving into the home, about 
50 to 60 per cent of the residents had 
been without readily available help; the 
large majority had been living alone in 
their own homes. The other half, or pos- 
sibly a smaller proportion, had not been 
entirely on their own, as most of them 
had been residing with relatives or 
spouses, in this order of frequency, and 
a few had been living in an institution. 

Length of stay. Many of the people 
going into a home for the aged remain 
there many years. For all but a few, this 
is the last move in their lifetime. By the 
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time of the study, 3 in every 10 resi- 
dents—159, or 30 per cent—had been 
living in the home five years or longer. 
The second largest group—156, or 29.4 
per cent—almost equalling the first in 
number and proportion, was comprised 
of residents with a stay of one year to 
less than three years. Ranking third was 
a group of 125 residents who had been 
in the home from three to less than five 
years. It accounted for almost one- 
fourth of all residents, or 23.6 per cent. 
The: smallest number of residents—87, 
or 16.4 per cent—had a record of less 
than one year in the home. Information 
was lacking for 3 residents. 

Health conditions. Longevity is not 
yet an unmixed blessing, as the findings 
on the health conditions show. Almost 
all residents studied were not well and 
had multiple chronic ailments; many 
were severely disabled. 

Different health conditions requiring 
service at the time of the study averaged 
close to 3 per person. This figure refers 
only to physical or mental disorders 
being treated at the time of the evalua- 
tion. No attempt was made to determine 
the prevalence of all verifiable diseases 
or disabilities. 

Close to one-half of all the persons 
studied—238, or 44.9 per cent—were so 
seriously incapacitated that they re- 
quired care in a special unit for the sick, 
such as an infirmary or a hospital divi- 
sion of the home. The proportion of 
such persons differed from home to 
home, ranging from 26.5 per cent to 
71.2 per cent. 

About every second resident studied 
was able to move around and to perform 
all or most of the routine functions of 
daily living with minor assistance from 
the home personnel and other residents. 
Most of these people occupied rooms in 
residential units. One in every 9 persons 
studied was restricted in mobility and 
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TABLE 


Mental Condition in Five Jewish Homes for the Aged, 1958 





All residents 
studied 


Mental condition 
Number 
All 530 
Mentally clear 307 
Mentally confused 223 
Moderately 125 
Severely 98 


dlay-by-day activities and needed consid- 
erable help. The majority were accom- 
modated in residential units. One in 
every 4 persons was too weak to be up 
and around all day and to take care of 
all the daily chores. This group in need 
of much supervision and assistance com- 
prised a large number of persons re- 
quiring several hours of bed rest every 
day and a small number of more or less 
completely bedridden people. The great 
majority of these old people were receiv- 
ing care in special units for the sick, and, 
significantly, all but 1 of those confined 
to bed most or all of the time were in 
such units. 

By far the most frequent cause of im- 
paired health was arteriosclerosis in its 
various manifestations, especially arteri- 
osclerosis of the heart and brain. Arthri- 
tis was not uncommon, and a variety of 
other diseases were listed in addition to 
disabilities resulting from accidents. 

Mental impairment, extending from 
“loss of mental vigor” to the status of 
“complete vegetable,’ was widespread 
among the 530 residents. Mental confu- 
sion was reported in more than 4 of 
every 10 persons—mild forms in nearly 
every fourth person and serious disturb- 
ances in nearly every fifth person. One 
in every 9 persons was incontinent, and 
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Patients in special 


units for the sick 
Per cent Number Per cent 
100.0 238 100.0 
57.9 69 29.0 
42.1 169 71.0 
23.6 81 34.0 
18.5 88 37.0 


incontinence both of feces and urine was 
reported in many cases. 

Three of 4 mentally confused resi- 
dents and 8 of 10 incontinent persons 
required both constant supervision and 
much bedside nursing and, for this rea- 
son, were receiving care in special units 
of the homes. These patients markedly 
affected the composition of the group 
assigned to special units for the sick at 
the time of the study. Seven of 10 such 
patients were mentally confused, and 1 
of 5 was incontinent. The proportion of 
from 
51.7 to 85.8 per cent of all patients in 


the disoriented persons ranged 


special units of the homes and that of 
the incontinent from 10.7 to 35.9 per 
cent. 


Many mentally clear residents had 


marked emotional disorders. Often, 
these disorders were associated with 
clearly definable diseases or conse- 


quences of accidents. Less frequently, 
they were reactions to the change from 
the accustomed life to an environment 
neither desired nor liked or, probably, 
ageravations of old personality difficul- 
ties under the emotional stress of pro- 
gressive physical deterioration. All told, 
at least two-thirds of all residents need- 
ed continuous special attention because 
of a marked mental disorder. 
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Comments 

The people living in the five homes be- 
long to that unfortunate group of senio1 
achieved the 
dream of growing old gracefully. They 


citizens who have not 
were forced to seek refuge in an institu- 
tion because of failing health in combi- 
nation with unfavorable socioeconomic 
circumstances. Some had not been well 
enough to stay in their own homes but 
not sick enough to require care in a hos- 
pital. Some had experienced serious dif- 
ficulties in living with children or other 
relatives who had taken care of them. 
The breakup had become necessary be- 
cause the burden had become too heavy 
for the relatives to carry or tensions had 
reached a critical stage. Others had felt 
lost after the spouse’s death. In_ the 
words of a 78-year-old widower, “I am 
so lost that I do not know what to do 
with myself. Can’t sleep nights, can’t look 
at the walls of my apartment the whole 
day. I have three children, all profes- 
sionals. But they have their own fami- 
lies, besides, young and old is no combi- 
nation.” Still found their 
small resources vanishing under the im- 
pact of bills for medical care as well as 


others had 


maintenance. 

Usually, the decision to move into a 
home is prompted by a combination of 
various happenings rather than by a sin- 
ele event. In contrast to earlier times, 
few “well oldsters” now apply for ad- 
mission. Senior citizens laboring under 
the heavy weight of prolonged illness or 
substantial permanent disability are pre- 
dominant among those wanting the shel- 
tered life in a home. They expect not 
only room and board, contact with con- 
temporaries, and recreational activities 
but also adequate health service. 

The average age of residents is very 
high. It has steadily increased since the 
early part of the twentieth century, ac- 
cording to observations at numerous 
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homes. This experience is not limited to 
Jewish institutions. It is similar to that 
of homes under other auspices in this 
country and in a number of countries in 
western Europe. The data reported by 
many other investigators are almost 
identical with those found in these case 
studies. ‘Thus, an average age of about 
80 years can be regarded as typical of 
the present home population. This figure 
may well rise in the foreseeable future. 
Such a development is likely, not because 
more people can be expected to reach 
the age of 80, 90, or 100 but because 
more people will require institutional 
care due to physical or mental impair- 
ment associated with old age and more 
senior citizens will live long under the 
protection of a_ well-organized, well- 
staffed, and well-managed institution. 

The striking disparity in the sex dis- 
tribution of residents—women far out- 
numbering men—reflects the general 
preponderance of women over men in 
the higher age groups, especially at the 
age of 75 and over. 

The prevalence of widowed persons 
among the residents can hardly come as 
a surprise. In the general population, 38 
per cent of all men and 70 per cent of 
over are widowed. 
Loss of a husband or a wife is one of the 


all women 75 and 
factors inducing or forcing senior citi- 
zens in need of care to seek the protec- 
tion of a home. There is every reason to 
assume that widowed persons will con- 
tinue to be predominant among resi- 
dents of homes and that they will in- 
clude substantially more widows than 
widowers. 

If there is any doubt about the eco- 
nomic implications of ill health in old 
age, it is dispelled by the observations 
on the residents’ sources of support. 
True, it is the policy of the homes stud- 
ied to give priority of admission to per- 
economic. circumstances. 


sons in poor 
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residents of homes 


for the aged 


But the fact remains that all but a small 
proportion of the residents must depend 
almost exclusively on public assistance 
or social security benefits that often are 
exceedingly low. Telling is the finding 
that a substantial number of residents 
had to be accepted for public assistance 
after entering the home. 

Highly illuminating are the observa- 
tions on the place from which the resi- 
dents had come. The fact that a tiny 
proportion of all residents had been 
transferred from a_ general hospital 
lends no support to the theory that avail- 
ability of homes for the aged, with ex- 
tensive provisions for personal health 
service, relieves general hospitals in the 
same community. Equally interesting is 
the finding that almost 1 in every 10 
residents studied had moved to the home 
from an institution for long-term care, 
such as a nursing home. 

Mental impairment stands out as the 
greatest scourge to the residents and the 
gravest problem to the homes because it 
is very frequent and, more important, 
often increases in severity during the 
resident’s stay. Many patients endure the 
whole gamut of suffering before a mer- 
ciful death relieves them, their relatives, 
and the personnel of the homes. In the 
absence of reliable data on the incidence 
of mental disorders among elderly per- 
sons in general, it is open to question 
whether some form of mental disability 
is one of the major hazards of growing 
old, as has been asserted. But there can 
be no doubt about the accumulation of 
mentally impaired persons in homes fon 
the aged, regardless of efforts to prevent 
admission of those showing pronounced 
signs of disturbance. A “serious mental 
disorder” or, simply, a “mental illness” 
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is widely regarded as reason for rejec- 
tion of an applicant. However, no clause 
in the admission requirements can pre- 
vent gradual worsening of the health of 
those who were in an “acceptable” con- 
dition at the time they entered the home. 

Unquestionably, the need for person- 
al health service, adequate in quality as 
well as quantity, stands out as requiring 
careful consideration and systematic ac- 
tion in operating homes for the aged. 
All evidence supports the conclusion 
that the findings at the 5 Jewish homes 
are representative of the situation pre- 
vailing at most of the more than 70 Jew- 
hundreds of 
homes under other auspices. Numerous 


ish homes and at many 
homes have already chosen a construc- 
tive approach to the problem of meeting 
the health needs of their residents and 
many more are in process of making 
suitable arrangements. This develop- 
ment can be expected to move faster and 
spread more extensively in the years to 
come. It has many implications of which 
only two can be mentioned here. 

The financial problem created for the 
health 
health service requirements of a largely 


homes by the conditions and 
indigent group of people may well grow 
serious in the near future due to further 
increase in the average age of the home 
population and, with it, gradual deteri- 
oration of the health of many residents 
who were free of serious impairment 
when they entered the home. If the 
homes are to expand and improve their 
arrangements for personal health serv- 
ices, as many are prepared to do in the 
interest of the community as well as of 
the residents, they must have a firm 
financial basis for such an undertaking. 
Without sufficient funds for maintaining 
health services, the homes would be- 
come the victims of their efforts to apply 
modern scientific knowledge and_tech- 
nical skill. 
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The findings from the study of the 
530 elderly people underline the impor- 
tance of adequate public assistance and, 
especially, of improved rates of pay- 
ment to those homes for the aged which 
actually perform the functions of highly 
developed nursing homes. Although it 
can be presumed that the maturing of 
the Old-Age and Survivor’s Insurance 
system will bring with it a gradual de- 
cline in the number of people needing 
public assistance, a well-organized sys- 
tem of public aid that includes adequate 
payment health services 
will remain necessary regardless of ex- 


for personal 


tension and improvement of social insur- 
ance benefits. 

The crucial problem is that of future 
social policy. Obviously, it would be fu- 
tile as well as unwise to turn the wheels 
of history back and try to operate homes 
solely for persons “whose condition will 
not create difficulty or discomfort to oth- 
ers,” including those with ‘mild mental 
The 


adopt and vigorously pursue a new poli- 


disturbances.” time has come to 


cy. Homes for the aged with more than 


50 beds should be transformed into in- 
stitutions for the long-term care of physi- 
cally or mentally impaired adults re- 
gardless of age. As a corollary, old peo- 
ple capable of self-care or requiring 
only some help should be housed in 
apartments close to the institutions in 
order to assure ready access to health 
services. 


Summary 


This paper, reporting on the first large- 
scale inquiry of its kind, presents a com- 
posite picture of the socioeconomic and 
health conditions of 530 residents of five 
homes for the aged in different commu- 
nities. The findings on the high preva 
lence of physical or mental impairment 
suggest a new policy for the operation 
of such homes. 


This study is part of a large-scale inquiry into 
the problem of coordinating health services for 
patients with prolonged illness. The project is 
sponsored by the Council of Jewish Federations 
and Welfare Funds, New York, and supported 
by a grant from the U.S, Public Health Service, 
Division of Hospital and Medical Facilities. 


A NEW AMINE OXIDASE INHIBITOR, Ro 4-1634, usually relieves the pain 


of angina pectoris with no side effects. Both pain and the number ol 


attacks were eliminated or greatly reduced in 13 of 20 patients treated 


for an average of seven weeks; 2 other patients showed some response, 


| showed no response, and | was worse after treatment. Most of the 


patients needed less or no nitroglycerin. No side effects were reported 


by 17, 1 had a fainting spell, 1 experienced mild euphoria, and 1 had 


multiple complaints present when the study was started. 


M. C. BECKER and wW. B. 
angina pectoris. J. 
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ABRAMS: Preliminary report on Ro 4-1634 in treatment of 
Newark Beth Israel Hosp. 11: 19-24, 1960. 
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Chronic vascular headache is a fre- 
quent problem in the aged. Ade- 
quate management must be based 
on an accurate diagnosis, an under- 
standing of the underlying mecha- 
nism, and the inclusion of psycho- 
therapeutic measures. Occasionally, 
allergy may be involved as an etio- 
logic factor. Medicinal and symp- 
tomatic therapy is effective. Reas- 
surance, suggestion, increased con- 
fidence, and occupational therapy 
are helpful adjuncts to treatment. 


Chronic 
headache in 
the aged 


LEO H. CRIEP, M.D. 
PITTSBURGH 


LEO H. CRIEP is associate professor of medi 
cine at the University of Pittsburgh School 
of Medicine. 
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Mi Chronic recurrent headache is a com- 
mon medical problem in the aged. The 
patient often goes from one physician to 
another. He is frequently dismissed with 
a word of assurance, a shrug of the 
shoulders, a prescription for an anal- 
gesic, and, perhaps, with the statement 
that “his nerves are bad” and that he 
will simply have to stop worrying. It is 
no wonder then that he gets the impres- 
sion that his physician is really not par- 
ticularly interested either in him or in 
his ailment. And yet, as will be seen, a 
great deal can be done for him. 


Causes of Headache 


It is the purpose of this presentation to 
discuss the nature of the different types 
of chronic headache as they occur, espe- 
cially in older people, and indicate the 
lines along which successful manage- 
ment may be carried out. Following is a 
list of conditions which may be asso- 
ciated with chronic headache: systemic 
diseases, such as hypotension and alka- 
losis; degenerative and circulatory dis- 
eases, such as arteriosclerosis, renal, and 
heart diseases; diseases of metabolism, 
such as diabetes; toxemias; malocclu- 
sion of the teeth and involvement of the 
eyes, such as glaucoma; post-traumatic 
headaches; neuralgias and neuritides; 
intracranial tumors; cervical arthritis 
and fibrositis; headache in the aged as- 
sociated with constipation and flatu- 
lence; and chronic vascular headache. 
This latter group includes migraine, his- 
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tamine cephalgia, true allergic head- 
ache, tension headache, sinusal type ol 
pain in the head, temporal arteritis, and 
hypertensive encephalopathy. 

to dete) 


It is obvious that in order 


mine the etiologic factors responsible 
for the patient’s condition, it is essential 
that he be given the benefit of a com- 
plete medical survey which must include 
complete laboratory investigations. In 
addition, every effort should be made to 
gain the confidence of the patient and 
obtain all possible data with reference 
to his life situation and all emotional 
factors which are in any way related to 
his presenting complaint. Special exami- 
nations, such as neurologic and _ rhino- 
logic consultations, may be needed. All 
possible sources of information should 
be exhausted. Careful attention to de- 
tails will gain for the attending physi- 
cian the patient’s interest and confi- 
dence, without which little can be ac- 
complished in the way of therapy. Too 
much emphasis cannot be placed upon 
the physician-patient relationship as an 
all important factor in the care of the 
elderly patient with headache. 

The management of chronic headache 
includes treatment directed toward the 
cause, the use of pharmacologic agents, 
and psychotherapy. This is a_ three- 
pronged attack upon the problem and, if 
properly and patiently employed, will 
yield satisfactory therapeutic results. 

It is not necessary in a presentation 
such as this to deal in detail with the 
treatment of such underlying conditions 
as degenerative diseases, circulatory in- 
volvement, metabolic 
disturbances, and so forth. This includes 


arteriosclerosis, 


judicious use of drugs, dietetic manage- 
ment, adjustment in output of energy, 
attempts at rehabilitation, physiothera- 
py, proper rest, and recreation. These 
patients are particularly in need of bal- 
anced nutrition. 
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Chronic Vascular Headache 


In chronic vascular headache, it is neces- 
sary to establish the exact nature of the 
condition. In the nonreversible type 
namely, in temporal arteritis and in hy- 
pertensive encephalopathy—adequate 
measures dealing with these conditions 
are helpful. 

MECHANISM OF PAIN IN CHRONIC 

VASCULAR HEADACHE 

Chronic vascular headache is designated 
as such because the discomfort and pain 
experienced by patients suffering with 
this condition is occasioned, as Wolff 
points out,!;? to distention, dilation, pul- 
sation, and traction of the arteries and 
veins of the head—namely, the branches 
of the external and, perhaps occasional- 
ly, of the internal carotid arteries. It 
should be pointed out that the branches 
of the external carotid arteries are the 
supraorbital, the frontal, the occipital, 
the postauricular, and temporal arteries. 
To a lesser extent, branches of the inter- 
nal carotid artery be involved. 
These are the anterior and middle cere- 
bral arteries and the vertebral, the basi- 
lar and the ophthalmic arteries. In some 
instances, pain is also brought about be- 
cause of traction on the large arteries at 
the base of the brain and on the middle 
meningeal artery. Emotional excitement 
and physical fatigue contribute to this 
condition because they render the blood 
vessels less tonic, and arterial atony fur- 
ther contributes to their dilation and 
distention. In many instances, reflex 
spasm of the muscles of the neck and 
scalp causes pain in the occipital area. 
This interferes with the 
blood supply, producing ischemia and 
further adding to the severity of the 
pain. The administration of ergot pro- 
duces This decreases 
the amplitude of the pulsations and re- 
duces the pain. This pharmacologic ac- 


may 


local 


Spasm 


vasoconstriction. 
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tion offers proof regarding the nature olf 
the mechanism of the pain in chronic 
vascular headache. Similarly, ligation of 
the temporal artery or pressure upon it 
relieves the pain in instances in which 
the pain is located in that area. Under 
the impact of emotional excitement, it is 
thought that, in some patients, acetyl- 
choline may be liberated, and, since it 
is a parasympathomimetic agent, it pro- 
vessels and is 


duces dilation of blood 


responsible for the pain. 


ROLE OF ALLERGY IN CHRONIC VASCULAR 
HEADACHE 


There is considerable disagreement con- 
cerning the incidence of allergy as a fac- 
tor in chronic vascular headache other 
than that 
part of an allergic rhinitis. Uncompli- 


associated with sinusitis as 
cated tension headache is, of course, not 
of an allergic nature. What then is the 
role of allergy in such chronic vascular 
headaches as migraine, histamine ce- 
phalgia, and true allergic headache? 
Here again, statistical evidence varies in 
regard to the extent and frequency of an 
allergic etiology. There is no doubt that, 
in many instances, there is incontroverti- 
ble evidence that sensitivity, especially 
to foods, brings on an attack. It is only 
natural that the internist oriented in al- 
lergy and interested in the headache 
problem will see more cases of this type. 
A review of our own records for the past 
that 
oped in 12 out of 43 migraine patients 


six years reveals headache devel- 


following the ingestion of foods to 
which they were allergic. Histamine ce- 
phalgia is related to sensitivity to his- 
tamine. Sinus headache associated with 
typical allergic rhinitis is allergic or is 
true allergic headache. 
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Temporal Arteritis 

This is a form of chronic vascular head- 
ache which usually occurs late in life. It 
involves one side of the head. ‘Vhe pain 
is throbbing and is associated with ten- 
derness of the scalp and, particularly, 
over the temporal arteries. In our series 
of 5 cases, 3 were in women and 2 were 
in men. Ages ranged from 52 to 73. As 
a rule, the condition is associated with 
systemic manifestations, such as mild 
temperature, aches 
pains scattered throughout the entire 
body, abdominal discomfort, chills, leu- 


elevation of and 


kocytosis, and gastric symptoms. Diplo- 
pia developed in one of our patients, 
and another became blind, apparently as 
a result of ischemic optic neuritis. 

There are features in certain condi- 
tions, such as periarteritis nodosa, rheu- 
matic arteritis, and thromboangiitis ob- 
literans, which are common to temporal 
arteritis, but there are also many differ- 
ences. Clinically, the similarity resides 
in the presence of fever, weight loss, 
anemia, joint and muscle pains, and ar- 
terial changes, including thrombosis, 
thickening of the vessel wall, periarteri- 
tis, and intimal proliferation. ‘Treatment 
consists of the administration of ste- 
roids, injection of the periarterial tis- 
sues with Novocain, and excision of the 
involved section of the artery. Micro- 
scopic examination of the excised vessel 
reveals thickening of the blood vessel 
wall with an inflammatory reaction con- 
Intimal 
sclerosis is present. Giant cells are found 
in the media. Similar 


sisting of mononuclear cells. 
blood vessel le- 
sions may be found affecting other blood 
vessels in the body: namely, the aorta, 


the carotid, and other arteries. 
Hypertensive Encephalopathy 


This is vascular in 
origin. It is due to dilation and_pulsa- 
tion of the arteries of the head. It often 


form of headache 
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awakens the patient during the early 
morning hours. It is caused by increased 
intravascular pressure and is contrib- 
uted to by degenerative lesions in the 
arterial wall. Histamine and allergy play 
no role in its production. 

Treatment is that of the underlying 
condition. Any patient who has a resting 
diastolic pressure of over 110 should be 
treated actively. Rest, reassurance, low- 
sodium diet, and hypotensive drugs are 
indicated. The nature and extent of the 
treatment is governed by the existing 
condition. Medicinal therapy includes 
sedatives, Rauwolfia, hydralazine, and 
other such drugs in suitable dosage and 
combinations as indicated. 

The reversible type of chronic vascu- 
lar headaches: namely, migraine, hista- 
mine cephalgia, sinonasal headache, true 
allergic headache, and, finally, tension 
headache are also found in the aged. Not 
infrequently, several of these conditions 
are found together in the same patient. 


Migraine 


CLINICAL FEATURES 


The migraine headache inay occur at 


any age. As a rule, it has a tendency to 
disappear after the menopause and, 
therefore, is found much less frequently 
in older people. In our series of 43 cases 
of migraine, 6 occurred after the age ol 
58. The patient, usually a woman, pre- 
sents a history of paroxysmal, recurrent, 
and chronic headaches, which are usual- 
ly unilateral involving one side of the 
head and face. The onset is accompanied 
by an aura or premonition, which lasts 
for about half an hour. The aura in mi- 
graine is accompanied by visual dis- 
turbances, scotoma, and photophobia. 
The pain is paroxysmal, recurrent, dull, 
persistent, aching, pounding, and throb- 
bing and follows the distribution of the 
branches of the external carotid arteries. 
In women, the paroxysms are usually 
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worse about the time of the menstrual 
cycle. The patient is quite ill. He cannot 
stand light. He can tolerate neither the 
sight nor the smell of food. He usually 
lies down in a darkened room, closes the 
doors, and prefers to remain quiet and 
undisturbed. During the edematous 
stage, the blood vessels, particularly the 
temporal arteries, are palpable, swollen, 
large, and tender. Nausea and vomiting 
are marked. The headache lasts from a 
few hours to a day, during the course of 
which the patient may have polyuria 
and perspire excessively. Occipital pain 
develops and is due to spasm of the mus- 
cles of the neck. Migraine patients are 
usually perfectionists. They take their 
responsibilities quite seriously. They are 
high-strung and tense. The headache as 
a rule is precipitated by functional up- 
heavals, personal problems, competition, 
strife, indecision, and emotional crises. 
Following a paroxysm, the patient is 
weak and prostrated. 


FREATMENT 


Many of the principles of treatment 
which apply to migraine headache are 
equally applicable to some of the other 
headaches of vascular origin. Co-existing 
pathology, such as anemia, gastrointesti- 
nal disturbances, and so forth are re- 
moved or corrected. Allergic factors are 
avoided if present. 

Medicinal treatment includes a vari- 
ety of agents, the most important ol 
which is ergotamine tartrate (Gyner- 
gen). Ergot blocks sympathetic nerve 
impulses in the experiment:] animal. Its 
action in man is that of vasoconstriction 
through its direct action on the muscle 
wall of the smaller arteries.' In addi- 
tion, it has, of course, other actions: it 
produces contraction of the uterus, re- 
flex bradycardia, and a tendency to af- 
fect the capillary endothelium. There- 
fore, ergot is contraindicated in  preg- 
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nancy, coronary artery disease, hyper- 
tension, peripheral vascular disease, an- 
gina pectoris, and involvement of the 
kidneys and liver. Ergotamine is so spe- 
cific in migraine that it can be used for 
diagnostic purposes. It seems most un- 
likely that one is dealing with a case of 
migraine if ergotamine is not therapeu- 
tically effective. It is important to begin 
its administration immediately after the 
onset of the headache, for the longer 
one waits, the less effective is the treat- 
ment. As the attack of migraine contin- 
ues, the arteries become swollen and 
edematous. If given during this stage, 
ergotamine is not beneficial. There are 
many available ergot preparations. This 
product may be given alone or in combi- 
nation with caffeine. It is administered 
by mouth, by injection, or rectally. Caf- 
feine has been shown to be a vasocon- 
strictor when given in small doses by 
mouth. Thus, it may have a potentiating 
or synergistic effect upon the action of 
ergotamine. Furthermore, since it has 
been definitely demonstrated that edema 
of the brain occurs during the latte 


stages of migraine and that water me- 
tabolism is disturbed during the attack, 
it follows that the diuretic action of caf- 
feine may also be of help. Indeed, in the 


black 


quently a part of the treatment of 


older textbooks, coffee was fre- 
mi- 


eraine. 
PREPARATIONS CONTAINING ERGOT 


Cafergot tablets contain 1 mg. of ergot- 
amine tartrate and 100 mg. of caffeine. 
I'wo to 4 tablets are taken at one time 
during the period of aura. Many pa- 
tients to whom it was heretofore neces- 
sary to administer ergotamine tartrate 
by hypodermic obtain relief from this 
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oral preparation. However, there are 
still some patients to whom the product 
must be given by injection. For this pur- 
pose, the patient is given intramuscular- 
ly an 0.5 cc. ampule of Gynergen, which 
contains 0.25 mg. of ergotamine tar- 
trate. ‘his dose may be repeated every 
until a total of | 
given. It is not repeated in less than ten 


hour mg. has been 


days. 
3 mg., may 
be given sublingually every two hours 


Ergotamine tartrate, | to 


until a total of 10 mg. has been admin- 
istered in twenty-four hours if necessary. 


In many instances, rectal supposi- 
tories of Cafergot containing 2 mg. of 
ergotamine tartrate and 100 mg. of caf- 


feine are effective. This suppository may 
be repeated in one-half to one hour if 
necessary. The drug must be given dur- 
ing the period of aura when the first 
warning of an impending headache oc- 
curs. Some patients have side reactions 
to ergotamine. These include nausea and 
vomiting which may easily be controlled 
by the administration of atropine. If 
muscle soreness and weakness occur fol- 
lowing the use of ergotamine, 10 cc. of 
10 per cent calcium gluconate is given 
intravenously. Patients who do not tol- 
erate these products may do well on di- 
hydroergotamine (DHE 45). This is a 
dihydrogenated product of ergotoxine. 
Dihydrogenation of ergot reduces its 
toxicity, but, at the same time, it reduces 
its vasoconstrictor action. Therefore, it 
must be given in doses twice as large as 
ergotamine tartrate. It may only be ad- 
ministered parenterally, 1 cc. of which is 
equivalent to 1 mg. Occasionally, 2 cc. is 
administered. The 1 cc. dose may be re- 
peated in an hour if necessary. 

Another substitute for ergotamine is 
methyl-iso-octenylamine (Octin), given 
intramuscularly in doses of 0.5 to 1 cc. 
It is antispasmodic and is contraindicat- 
ed in the presence of hypertension. 
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Many other agents which have been 
employed from time to time in the treat- 
ment of migraine have proved ineffec- 
tive. Among these may be mentioned 
calcium lactate, potassium chloride, vita- 
mins, low-fluid balance, and antispas- 
modics. Diuretics are helpful in cases in 
which migraine is accompanied by an in- 
(Di- 
amox) and acid diuretic salts, such as 
ammonium chloride, as well as a low- 


crease in weight. Acetazolamide 


salt diet may be prescribed before the 
onset. Analgesic drugs, such as acetyl- 
salicylic acid and acetophenetidin, are 
employed. Codeine may occasionally be 
administered for pain. A more recent 
product is dextropropoxyphene hydro- 
chloride in a dose of 65 mg. four times 
daily. Analgesics may be combined with 
barbiturates. The dosage of tranquilizing 
drugs—reserpine, chlorpromazine hy- 
drochloride (Thorazine), meprobromate 
(Miltown, Equanil)—depends on the in- 
dividual patient. If the patient responds 
adversely, the drug should be discontin- 
ued. Chlorpromazine sometimes  sup- 
presses the nausea associated with mi- 
graine and may be given prophylactical- 
ly for tension headache. Meprobromate 
is also occasionally very helpful. Opi- 
ates are contraindicated. 

Other therapy which is occasionally 
beneficial includes inhalation, 
and drugs—Dilantin, 
Mesantoin, and methionine—are helpful 


oxygen 
anticonvulsant 


in patients who have abnormal enceph- 
alograms and occasionally aphasia and 
paresthesia. 

Migrainous patients often state that 
they have two kinds of headache. One 
type is characterized by a dull, constant, 
generalized pain in the head—the ten- 
sion type. The other type is more severe 
and develops periodically, perhaps once 
or twice a month. In the latter, the pain 
is throbbing and unilateral, although 
occasionally it may be bilateral and as- 


GERIATRICS, MAY 1960 


sociated with nausea, photophobia, and 
vomiting. This type is the migraine 
which is frequently obscured by the ten- 
sion headache. However, migraine is not 
found very often in older people. The 
treatment of emotional factors, so com- 
mon to all vascular headaches, will be 
discussed later. 


Histamine Cephalgia 


This type of chronic vascular headache 
has been described by Horton. It is not 
very common. We have seen a total of 5 
cases in the past eight years. Not infre- 
quently, it is found combined with eith- 
er migraine or headache. In 
appear as a 


tension 
other words, it does not 
classical separate condition. It usually 
occurs late in life. Three of our 5 pa- 
tients were past 60 years of age. The 
pain is unilateral and lasts for one-half 
to two or three hours. It usually devel- 
ops at night. The patient is restless and 
feels better when walking around than 
when lying down. Accompanying the 
pain are homolateral nasal or eye mani- 
festations, namely, rhinorrhea and _ lac- 
rimation. There may or may not be ten- 
derness of the temporal artery on the af- 
fected side. Here again the pain is due to 
distention, dilation, and pulsation of 
branches of the external artery. The 
pain is aching, dull, and boring. It is be- 
lieved that this mechanism is brought on 
as a result of the liberation of histamine 
and its action on the involved blood ves- 
sels. The attack may be precipitated by 
the sublingual administration of glyc- 
eryl trinitrate. Some patients are re- 
lieved by the intravenous administration 
of 1 cc. of DHE 45. Histamine is used in 
Hista- 
mine diphosphate is obtainable in am- 


the treatment of this condition. 
pules containing 0.275 mg. of histamine 
diphosphate per cc., which is equivalent 
to 0.1 mg. of histamine base. The rapid 
method of treatment consists of begin- 
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ning with a dose of .05 cc. subcutane- 
ously twice a day. The dose is increased 
by .05 cc. every day. Occurrence of 
headache or a flushing sensation indi- 
cates that the maximum dose has been 
reached. Some patients may be given 
1:100,000 be- 


and increasing at 


histamine in a dilution of 
ginning with 0.1 cc. 
weekly intervals by 0.1 cc. until 1 cc. 
dose is reached. If the patient shows no 
untoward reaction, one proceeds with 
1:10,000 
histamine. The dose is increased at week- 


0:1 cc: of a concentration of 
ly intervals until 1 cc. dose is reached. If 
a reaction occurs when a smaller amount 
is received, this amount is considered the 
maximum dose. It is given four times 
every week, then four times every two 
weeks, then 4 times every three weeks, 
and, finally, once a month. In man, his- 
tamine produces increased gastric acid- 
ity, gastric hemorrhage from an unsus 
pected ulcer, severe headache, and, oc- 
casionally, a fall in blood pressure and 
urticaria. Histamine therapy is there- 
fore contraindicated in the presence of 


peptic ulcer or vascular disease. 
CASE REPORT 


This 62-year-old man is an executive 
with one of the steel corporations. He is 
high-strung and becomes easily disturbed 
emotionally. He complained of having 
had chronic, recurrent, periodic head- 
aches for five years. These occurred in- 
variably on the right side of the face and 
head. The pain is deep and aching, us- 
ually coming on at night. He found that 
exposure to chilling, to cold, or to drafts 
precipitates a moderate amount of pain. 
These headaches are not preceded by 
aura or photophobia and have no gastro- 
intestinal manifestations. His eyes water, 
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his nose is stuffed, and a considerable 
amount of watery, nasal discharge flows 
from the nostril on the same side of his 
face as the headache. He revealed a past 
history of asthma and hay fever and also 
a positive family history of hay fever. He 
knows that the ingestion of fish precipi- 
tates pain in the head, which, however, 
is not identical with the pain just de- 
scribed. 

The patient was started on histamine 
administered intravenously in the dos- 
age and by the method previously de- 
scribed, and, after about two minutes, a 
severe right-sided headache and _ tonic 
contractions of the extremities devel- 
oped. The intravenous medication was 
discontinued, and the patient was given 
\4 gr. of morphine following which he 
felt much better. Subsequently, he was 
treated with a very dilute solution of 
histamine subcutaneously at weekly in- 
tervals. After receiving .6 cc. of a 1: 
10,000 dilution of histamine acid phos- 
phate, he developed a headache, and, 
therefore, .5 cc. of this dilution was con- 


sidered the maximum dose. 
Sinonasal Headache 


Nasal allergy is characterized by 


rhinorrhea; a 


par- 
oxysmal bluish — gray, 
edematous, nasal mucous membrane; an 
atopic background; and the finding of 
eosinophils in the nasal secretion. This 
condition is due to allergy to inhalants, 
foods, drugs, or exposure to cold. 

In nasal allergy, the mucous mem- 
brane lining the nose and the nasal cavi- 
ties are edematous and boggy. The tur- 
binates are swollen. The ostia are closed 
by edema and local inflammation. Pain 
in the head is deep, dull, aching, and 
localized behind the eyeballs. It is made 
worse by bending or shaking and is re- 
lieved by lying down. It usually is pres- 
ent on arising and improves later in the 
day as drainage is established. It is also 
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relieved by local vasoconstrictor agents. 
Chilling produces reflex vasodilation and 
edema, thus aggravating or even precip- 
itating a paroxysm. 

Increased pressure within the sinus 
cavities produces the pain. The air is 
compressed due to swelling of sinusal 
mucous membranes and closure of the 
ostia. Furthermore, improper emptying 
of the rapidly accumulating mucus in 
the sinuses also is a factor contributing 
to the headache. Since this process is re- 
versible in allergic conditions, the air 
becomes less compressed, and air pres- 
sure becomes normal when the ostia are 
opened. No doubt, inflammation about 
the pain sensitive ostia also plays an im- 
portant role. The pain is located in the 
region of the particular sinuses which 
are involved. In the case of posterior 
cell involvement, it is felt behind both 
eyes. 

Treatment of this condition consists 
of (1) attention to the underlying aller- 
gic factors and (2) medicinal, topical, 
and, if necessary, surgical intervention. 
Antihistaminics and 1.0 per cent of Neo- 
Synephrine are employed locally. Anti- 
biotics are used in the presence of infec- 
tion. The patient is urged to avoid ex- 
posure to cold and to sleep in a bed- 
room with a temperature above 70° F. 
The purpose of treatment is to avoid 
and to relieve the edema of the nasal 
mucous membranes and to promote 
nasal ventilation and drainage. 


Allergic Headache 


This type of headache does not bear any 
of the clinical characteristics of migraine 
or histamine cephalgia. It is brought 
about as a result of the ingestion of a 
food or drug to which the patient is al- 
lergic. ‘The pain is diffuse, aching, and 
persistent. “The mechanism of produc- 
tion is vascular in origin. There is in- 
creased capillary permeability and dila- 
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tion. Positive skin tests may give a clue 
to an etiologic diagnosis. ‘There usually 
is an atopic background—namely, a pos- 
itive family and personal history of al- 
lergy and a history of clinical sensitivity. 
Treatment consists of avoiding the of- 
fending substances and the administra- 
tion of antihistaminics. 


CASE REPORT 


A 61-year-old man revealed a history of 
asthma. His father had hay fever. He 
stated that he has been subject to fre- 
quent, recurrent paroxysms of headache. 
The pain is located across the frontal 
area and the top of his head. He knows 
that the ingestion of pork and milk 
precipitates this pain. He showed posi- 
tive direct skin tests to these two foods 
as well as to others. Positive passive 
transfer is obtained with pork extract. 
Antiallergic treatment was very effective. 


Tension Headache 


In a previous survey, we found that out 
of 295 cases of headache, 184 were of 
the tension type. Of these, 78 occurred 
in patients over 60 years of age. This is 
essentially a vascular type of headache. 
The arteries of the head become in- 
volved. Dilation, distention, and traction 
on these structures produce the pain. 
This is the result of psychogenic dis- 
turbances. Emotional factors associated 
with the release of acetylcholine as well 
as other vascular mechanisms are, no 
doubt, also responsible for the pain. 
Associated with this pain is a considera- 
ble degree of reflex spasm of the mus- 
cles of the neck causing occipital pain. 
The patient, as a rule, is: introspective, 
apprehensive, and worried. He is sus- 
picious, demanding, and exacting. He 
feels that he is neglected. He suffers day 
after day with this headache and_ has 
amassed a wide assortment of pain kill- 
ing pills and nerve medicines.3-5 
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CASE REPORT 


A 68-year-old woman 


severe, dull headaches on the top of her 


complained of 


head, which had occurred for the past 
six years. They are not related to the 
ingestion of any particular foods. She 
had experienced a great deal of abdomi- 
nal discomfort and “gas” during the past 
two years. Cholystectomy was performed 
three years ago. She was told that she 
had high blood pressure, and she is very 
Her 


husband has been in a nursing home for 


much concerned about her heart. 
the past ten years following a cerebral 
hemorrhage. ‘The pain in her head was 
so severe during the past year that she re- 
fused to go out or have any social con- 
tacts. It was associated with nausea and 
frequent vomiting, so that she has lost 
12 lb. in the last eight months. Physical 
examination revealed an anxious, gar- 
rulous, elderly woman who constantly 
claimed that there was nothing wrong 
with her except for her pain in the head. 
The examination was noncontributory. 
Blood pressure was 150/90. Neurologic 
examination was negative. Urine, blood 
count, serology, blood chemistry studies, 
electrocardiogram, and roentgenogram 
of the chest were negative. 

The patient stated in subsequent con- 
ferences that she has two daughters who 
are married and getting along well and 
also two married sons and that she did 
not wish to be a “burden to anyone.” She 
lived in a small apartment but had a 
feeling that she is in the way when visit 
ing her children, saying “They have their 
own life to lead and cannot be both- 
ered with me.” Finally, it was decided 
to send hotel 
specializes in getting elderly people to- 


her to a Florida which 
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gether who have no serious organic dis- 
She 
prospects of this change. However, she 
did not there more than three 
weeks and returned home in very bad 


ease. was enthusiastic about the 


Stay 


condition. Her headaches became so se- 
vere that she could not eat or sleep. She 
became dehydrated, depressed, and _ in- 
somnic. No medication was helpful. One 
of her daughters finally decided to have 
her mother move in with her. Almost 
over night, the patient began to eat and 
sleep better, and the headaches practi- 
cally disappeared. The family made the 
necessary adjustments. The patient 
spends several months with each child. 
Her interest was rearoused in knitting 
and reading, and she now leads a rela- 
tively busy, comfortable, and happy life. 
She was very active and domineering 
earlier in her life. She more or less con- 
ducted the family business and, at the 
same time, had charge of her children. 
Her husband was a very nice, gentle, 
and kind person who always adhered to 
her wishes. 

A complete physical examination 
serves a dual purpose. It provides in- 
formation concerning the presence of 
any organic changes and also gives the 
patient a basis for confidence and hope 

confidence because it is perhaps the 
very first time that anyone has taken the 
trouble to examine him carefully and 
hope that treatment based on such a 
thorough investigation may be success- 
ful. 

Psychotherapy*® is preceded by a 
proper and adequate psychiatric history, 
which establishes the foundation upon 
treatment is built. 
This history includes information per- 


which subsequent 


taining to the nature of the patient’s 


present emotional upset; his own ex- 
planation of the cause of the disturb- 
ance; his family and life situation; his 


habits and hobbies, past and present; 
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and his former occupation. Not infre- 
quently, certain personality traits are ac- 
centuated as one becomes older. A fear- 
ful, anxious, and suspicious individual 
becomes fearful, more 
and more suspicious. Some of the causes 


more anxious, 
of the patient’s emotional difficulties 
may be buried in his subconscious. How- 
ever, most of these are not very difficult 
to discover. One need not delve too deep- 
ly and resort to farfetched and complex 
explanations for the patient’s tension. 
The emotional basis for his headache is 
often quite obviously related to matters 
which are easily brought out after sev- 
eral interviews. Simple psychotherapy is 
as a rule all that is needed, and the in- 
telligent, interested general practitioner 
or internist is fully competent to play 
this all important role. 

Among the frequent possible causa- 
tive factors are the following: anxiety 
about the future, a sense of uselessness, 
fear and insecurity, loneliness, and the 
feeling of being unwanted and unloved 
as well as many psychosocial problems, 
all of which seriously interfere with the 
ability of the patient to make proper ad- 
justments. Marital difficulties are accen- 
tuated, for it is easy for the patient to 
“blame” or project many of his difficul- 
ties on the person closest at hand, most 
often the husband or wife. Occasionally, 
the children or even the physician may 
bear the brunt of such feelings. 

And so, the elderly patient having 
worked all his life and maintained his 
self-respect and importance in his com- 
munity, business, and family suddenly 
finds himself idle, useless, and relegated 
to oblivion. He resents being shunted 
and shelved, and this resentment speaks 
through organs of his body. Is it any 
wonder that this insufferable recurrent 
complaint develops—perhaps the com- 
chronic recurrent 


monest of all com- 


plaints—namely, headache? How _inef- 
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fectual is drug treatment for this condi- 
tion? What can one possibly expect 
from the use of analgesics and tranquil- 
izing drugs alone under these circum- 
stances? The problem is not only medi- 
cal but also, perhaps to even a greater 
degree, of sociologic concern. ‘The care 
of this patient is the joint responsibility 
of the physician, the family, and the 
community. As a result of such joint 
efforts, provisions may be found for 
suitable hobbies, adequate home care 
programs, and helpful employment.® 
Simple psychotherapy, then, goes a 
long way toward solving the problem of 
the elderly patient suffering with tension 
headache. The physician must make 
himself available to the patient at stated 
intervals for specific periods. There is no 
substitute for time. The physician must 
be a willing listener, thus putting the 
patient at ease and giving him an ample 
unhurried opportunity to unburden him- 
self and to tell about his past, his pres- 


‘ent difficulties, his hopes, his sorrows, 


and his disappointments. 

Following the examination, the mech- 
anism responsible for the headache is ex- 
plained. The patient is reassured that he 
has no organic disease. Frequently, the 
older patient, having had some knowl- 
edge of illness among his friends, fears 
that the 
prophetic sign of imminent repeated 
“strokes” with all the added disability 


headache is an ill omen—a 


and suffering which they entail. 

The severity of the head pain in these 
individuals varies also with the patient’s 
own pain threshold. Furthermore, the 
discomfort is compounded because of 
the uncertainty and fear of the future. 
“Will this pain in my head continue in- 
definitely?” “Is there anything that can 
be done to relieve it?’’ And still more 
important, “Is it going to get worse?” 

Reassurance with these 
doubts goes far in dispelling his suffering. 


respect to 
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Suggestion is used in connection with 
treatment, and this is a common, effec- 
live, powerful weapon in the hands of 
the physician. An attempt is also made 
to guide and re-educate the patient in 
order that he may better organize his 
daily routine and thereby think along 
“healthy channels.” 

The patient must regain confidence in 
himself and in his future. Unfortunate- 
ly, he frequently feels that he has noth- 
ing to live for and finds himself un- 
wanted, unloved, and leading a useless, 
lonely existence. He is made to see that 
his life has not been empty and that he 
has made in his own way valuable con- 
tributions to society, to business, or to 
his profession. 

Complete retirement from any type ol 
useful productive activity is not always 
helpful. The patient with arteriosclerosis 
and hypertensive headache may well find 
his condition worse when his useful oc- 
cupation is suddenly terminated. Should 
the presence of organic disease make it 
necessary, perhaps a change in occupa- 
tion to one less strenuous and fatiguing 
may be indicated. The laborer may try 


to get a job as night watchman or ele- 


vator operator; the accountant might 
find a part-time position as bookkeeper 
for a small business or for a professional 
man. 

Whenever possible, such individuals 
do well to develop an interest in some 
hobby, such as knitting, photography, 
stamp collecting, or music. 

The judicious use of tranquilizing and 
sedative drugs is helpful, but one must 
remember that quite often they hide the 
true nature of the emotional disturb- 
ance. Hence, these agents should be pre- 
scribed only after the exact nature of 
the patient’s condition has been fully ex- 
plored and determined. 

From the Department of Internal Medicine 

Illergy—University of Pittsburgh School of Medi- 
cine and the Allergy Service of United States 
Veterans Administration Hospital and Monte- 
fiore Hospital, Pittsburgh. 
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ADMINISTRATION OF mercurial diuretic agents may cause fatal renal 


damage. Tubular damage with nitrogen retention and uremia caused 


death in a patient with arteriosclerotic cardiorenal disease given 176 


cc. of meralluride sodium containing 6.86 gm. of inorganic mercury 


during eleven weeks of treatment. Occurrence of mercurial nephrosis 


probably depends not only on the quantity of mercury given but also 


on the time interval during which the total dose is administered. Im- 


paired renal blood flow due to vascular disease may also contribute. 
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In general, tidal drainage is success- 
ful in the control of a contracted 
bladder, the control of infection, 
and the flushing out of bladder de- 
bris. It ts occ asionally successful in 
the training of an automatic blad- 
der. Three histories of use of tidal 
drainage are reported, including 
two cases of quadriplegia and one 
of right middle cerebral artery 
thrombosis. 


Tidal 
drainage in 
bladder 


rehabilitation 
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@ In 1917 Laver! constructed an appa- 
ratus for tidal drainage of the urinary 


bladder, but this technic was not gen- 
erally accepted. Extensive research and 
re-evaluation of the principles of tidal 
drainage by Munro? in 1935 resulted in 
wide acceptance throughout the United 
States. Since that time, there have been 
absolute advocates of tidal drainage;?° 
those who occupy a middle-of-the-road 
position between tidal and closed irri- 
gating systems;!°14 those who hesitate 
to use it;!5 and some who have discon- 
tinued its use.'6 The purpose of tidal 
drainage is to condition a_ bladder- 
emptying reflex, keep infection at a min- 
imum, and to maintain or enlarge blad- 
der capacity when it starts to decrease 
(figure I). Sometimes it is used to flush 
out small bladder stones. Because of 
these benefits it is felt that tidal drain- 
age still has a place in the treatment of 
long term or chronic disability. 


Construction of the Apparatus 


Many models of satisfactory tidal drain- 
age apparatus are available.'*??;? We 
have used a model which closely follows 
the original one described by Munro. 
This consists of a 1,000-cc. supply bottle 
graduated in 25-cc. amounts, a dropper 
to regulate flow, two T tubes, a half-pint 
reservoir bottle, a rubber cork with two 
perforations, and two pieces of glass 
tubing. The piece of glass tubing in the 
reservoir bottle leading down from the 
T tube is fused to an inside diameter of 
2 mm. The other piece of glass tubing 
serves as an air vent or manometer. The 
T tube connected to the siphon arm 
should have an internal diameter of 4 
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to 6 mm. The amount of pressure built 
up in the bladder is controlled by the 
height of the siphon arm. The rate of 
bladder emptying is controlled by the 
rate of flow from the supply bottle. 

In a typical cycle, the solution flows 
from the supply bottle through the glass 
dropper at a set rate. The reservoir bot- 
tle is filled first and then the solution 
flows through the horizontal arms of the 
T tubes into the bladder. The solution 
simultaneously fills the air vent, the si- 
phon arm, and the bladder until the 
pressure in the bladder equals the height 
of the siphon. The fluid then flows over 
the siphon and empties both the bladder 
and the reservoir bottle. Since the open- 
ing in the reservoir bottle is 2 mm. in 
diameter, this bottle empties approxi- 
mately half as fast as the bladder. After 
the bladder and the reservoir bottle are 
completely emptied, air enters the si- 
phon arm breaking the siphonage and a 
new cycle begins. See figure II for a 
drawing of the apparatus. 


Indications for Tidal Drainage 


There are four types of bladders in 
which tidal drainage has been used: the 
atonic bladder, the spastic reflex blad- 
der, the autonomous bladder, and the 
uninhibited neurogenic bladder (figure 
III). The atonic bladder is the bladder 
of spinal shock. It empties small 
amounts periodically only as the me- 
chanical pressure overcomes the force of 
the external This 
type of bladder is seen in lesions affect- 


urethral resistance. 
ing posterior sacral roots, tabes dorsalis, 
diabetic neuropathy, multiple sclerosis, 
and syringomyelia. The spastic reflex 
bladder is the bladder of interrupted 
spinal tracts. Bladder capacity in these 
patients is usually small and voiding 
contractions are not sustained 
enough to allow complete emptying. 
This type of bladder is seen in any type 
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PREVENT OR CONTROL BLADOER INFECTION 





ATTEMPT TO ESTASLISH AUTOMATIC BLADDER 


FIG. 1, Purposes of tidal drainage. 


of cord injury above the second sacral 
level. The autonomous bladder is the 
bladder that is completely independent 
of neuronal centers in the spinal cord. 
This bladder is capable of exerting some 
expulsive force by reason of the myo- 
neural activity of the vesical ganglionic 
plexuses within its walls. It is seen in 
traumatic, inflammatory, and neoplastic 
lesions of the cord and also as a sequela 
of anterior and posterior rhizotomy. 
The uninhibited neurogenic bladder is 
the bladder of upper motor neuron le- 
sions. Sensation is intact and there is 
usually urgency coupled with inability 
to inhibit bladder contraction with re- 
sultant incontinence. It is seen in cere- 
brovascular accidents, multiple sclero- 
sis, luetic paresis, and brain tumors. 

In the tidal 
drainage, it is important that cystomet- 
rograms, intravenous pyelograms, and, 
if necessary, retrograde pyelograms be 
made. 


selection of cases for 


Types of Solutions 


Any type of mild bladder irrigant can be 
used in tidal drainage. Sodium sul- 
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FIG. 1. Constitution of the apparatus. 
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FIG. 1. Indications for tidal drainage. 


amyd 1:500 can be used when bladder 
infection is a 
Sterile 


cases of 


predominant problem. 
used in 
blad- 
der full of debris. Potassium permanga- 
1:30,000 


antiseptic and oxidizing agent. 


normal saline can be 


contracted bladder or a 


nate can be used as a mild 


Contraindications 


The only definite contraindication to 
tidal drainage is the presence of severe 
hydronephrosis with extensive reflux up 
the ureters. The use of this procedure 
over too long a period or with a greater 
pressure than indicated by cystometro- 
grams can weaken the _ ureterovesical 


352 


junction and lead to the production. of 
reflux (figure IV). 


Case Reports 


‘The following histories illustrate some 
of the salient points of tidal drainage. 

Gase 1. J.S., a 26-year-old male, had 
been a quadriplegic since he was injured 
in an auto accident in March 1957. Tidal 
drainage was initiated in July 1958. At 
that time the patient had a spastic re- 
flex bladder with a capacity of 175 ce. 
For several months he had been on con- 
tinuous catheter drainage and _ cystitis 
was present. He was kept on continuous 
twenty-four-hours-a-day tidal drainage 
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Fic. tv. Contraindications to tidal drainage. 


Normal Reflux into ureter 





Hydronephrosis 


Prolonged use with excessive pressure can produce reflux hydrone phrosis. 


from July until September. His bladder 
capacity rose from 175 to 350 cc. within 
two months. During this time, he re- 
mained afebrile. Tidal drainage was in- 
stituted in the hope of training an auto- 
matic bladder with a capacity of at least 
300 cc. The rate of flow was set so that 
the bladder emptied every three hours. 
The patient was able to note when the 
bladder was full and could initiate si- 
phon flow at a bladder capacity of 300 
cc. After eight weeks of tidal drainage, 
the patient’s catheter was removed. ‘The 
patient was aware enough of bladder 
fullness to tell when he was going to 
void, but whenever he was moved in 
bed, he was incontinent of urine. He re- 
mained catheter free for one month. Be- 
cause of increasing frequency of incon- 
tinence, the catheter was inserted again. 

Case 2. H.P., a 24-year-old male, sus- 
tained a fracture of the sixth cervical 
vertebra in an auto accident in June 
1958. Decompression of the cord was at- 
tempted but the patient was unchanged 
following surgery and remained quad- 
riplegic after the accident. Four months 
after the accident, tidal drainage was 
initiated. He had cystitis which cleared 
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within ten days of tidal drainage. The 
patient was kept on tidal drainage for 
eight weeks, then the catheter was re- 
moved. He was catheter free for a few 
hours. Upon repeated checks, he had 
large residual urine volumes. The cathe- 
ter had to be reinserted because of the 
residual urine. 

Case 3. F.S., a 69-year-old male, sus- 
tained thrombosis of the right middle 
cerebral artery in July 1958. Because of 
incontinence, a catheter was inserted. 
All attempts at going without the cathe- 
ter failed because the patient became a 
nursing problem as soon as the catheter 
was removed. Tidal drainage was insti- 
tuted six months after the stroke, at 
which time the patient had a severely 
contracted uninhibited neurogenic blad- 
der At 40 cm. of water pressure, the 
patient had a bladder capacity of 50 cc. 
When the tidal drainage was first started, 
the bladder was so spastic that forceful 
contractions were elicited at 50 cc. of 
content and the patient voided around 
the catheter. After one month of tidal 
drainage, at 40 cm. of water pressure, 
the patient’s bladder capacity rose to 
175 cc. and the cystitis cleared. The 
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catheter was then removed and on a 
regulated intake of fluid the patient was 
able to remain catheter free. He had a 
few bouts of incontinence, but they be- 
came less frequent. The patient is cathe- 


ter free at the present time. 
Discussion 


In the two quadriplegics, tidal drainage 
was initiated in the hope of conditioning 
an automatic bladder. The final result 
was that the tidal drainage prevented 
and controlled the contracted bladders, 
and prevented and controlled the infec- 
tions. It did not, however, produce an 
automatic bladder which had been the 
goal for its initiation. It was hoped that 
with tidal drainage a conditioned reflex 
could be set up at a bladder capacity of 
300 cc. so that the bladder would auto- 
matically empty at this volume. Often, 
however, as in case 2, spasticity of the 
external sphincter prevented this. The 
patient later had a transurethral blad- 
der-neck the 
right middle cerebral artery thrombosis, 
tidal Tidal 


. drainage controlled the infected and the 


resection. In case of the 


drainage was a_ success. 
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After one month, 
the patient was catheter free, and free of 
cystitis which had been present for the 
six months before initiation of therapy. 

Vidal drainage is still a therapeutic 


contracted bladder. 


procedure which should be tried on dif- 
ficult cases when other measures to train 
the bladder or control infection have 
failed. In attempting to achieve ade- 
quate bladder control, the presence of 
spasticity is a great deterrent. Other pro- 
cedures such as alcohol injection, rhizot- 
omy, cordotomy, and bladder-neck re- 
section may have to be considered. In 
severe atonic bladders, stimulatory med- 
ication may be used to supplement tidal 
drainage. Perhaps the greatest success is 
the rapid control of infection and _pre- 
vention of accumulation of debris. 
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Clinicopathologic conference 
MINNEAPOLIS VETERANS HOSPITAL 


Discussed by HORACE H. ZINNEMAN, M.D., and 
moderated and edited by PAUL F. BOWLIN, M.D. 


MINNEAPOLIS 


Presentation of Case 


HB first admission. A white male spray 
painter, aged 54 years, first entered the 
hospital on February 1, 1954, complain- 
ing of hemorrhoids dating back to 1947. 
These had been bleeding intermittently 
for the past two months. He revealed a 
history of hypertension of about twenty 
years’ duration and stated that, in 1943, 
he was hospitalized with coronary 
thrombosis for seven months while in 
the service. He admitted some exertional 
dyspnea and occasional bouts of mild 
precordial pain on exertion. His father 
and mother died of strokes. Blood pres- 
sure was 232/140 mm. Hg. The fundi 
were not examined. The physical exami- 
nation was negative except for internal 
and external hemorrhoids. All labora- 
tory work was within normal limits ex- 
cept for a white blood count of 13,600/ 
cu. mm. following a retrograde pyelo- 
gram, which was normal. Cardiac flu- 
oroscopy revealed left ventricular en- 
largement. A cholecystogram showed a 
single gallstone. Proctoscopy revealed 
two small, fulgurated polyps in the rec- 
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Department of Medicine, University of 
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Medicine, Veterans Administration Hos 
pital, Minneapolis. PAUL F. BOWLIN is 
public health research fellow, Medical 
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tosigmoid. The patient was placed on a 
1,200 calorie diet and discharged on 
March 5. He was told to return in three 
months for a hemorrhoidectomy. 

Second admission. The patient was re- 
admitted on December 27, 1955, giving 
a history of increasing dyspnea for two 
months with some orthopnea and_par- 
oxysmal nocturnal dyspnea. He_ had 
noted only slight ankle edema. Occa- 
sional attacks of substernal pain asso- 
ciated with exertion were relieved by ni- 
troglycerin. Blood pressure was 230/110 
mm. Hg. Funduscopic examination re- 
vealed moderate tortuosity of the vessels 
with arteriovenous nicking. Moist rales 
were heard in both bases. The external 
hemorrhoids were still present. The 
white blood count was 13,500/cu. mm. 
with a normal differential count. The 
erythrocyte sedimentation rate, deter- 
mined by the Westergren method, was 
43 mm./hr. and returned to normal. The 
urine showed 1+ protein. Blood urea 
nitrogen was 12.5 mg./100 cc.; fasting 
blood sugar was 126 mg./100 cc. He was 
treated with a low-sodium diet, ‘Thiom- 
erin, and Raudixin and responded well. 
‘The blood pressure fell to 140 to 
160/74 to 90 mm. Hg. He was dis- 
charged on January 23, 1956. 


Third admission. This admission, on 
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1956, 


low-up examination for consideration of 


February 23, consisted of a fol- 
a cholecystectomy. The patient was told 
to lose weight and return thereafter. 
Fourth admission. The patient was re- 
March 11, 1957, with in- 
creasing dyspnea, which had followed 


admitted on 


an attack of lobar pneumonia in the 
summer of 1956. The pneumonia had 
been treated at home with penicillin. He 
had for five weeks be- 
Blood 


pressure was 190/120 mm. Hg. The pa- 


been bedridden 


cause of his cardiac symptoms. 
tient was lethargic, dyspneic, and_ or- 
thopneic. The fundi showed grade II 
hypertensive changes. A grade III, blow- 
ing, systolic, apical murmur was trans- 
mitted to the axilla and the left sternal 
border. The liver edge was firm and 4 
fingerbreadths below the right costal 
arch. There was 3+ pretibial edema. 
Fasting blood sugar was 110 mg./100 
cc.; blood urea nitrogen was 17 mg./100 
cc. An electrocardiogram showed left 
ventricular hypertrophy, left ventricular 
strain, and/or digitalis effect. He was 
treated with bed rest, digitoxin, low- 
sodium diet, and diuretics and lost 28 
lb. He was discharged on March 21 and 
placed on Raudixin and digitoxin thera- 
py. 

readmitted 


Fifth admission. He was 


on June 7, 1958, in cardiac failure and 
with some hemoptysis. He now had as- 
cites; a paracentesis had been per- 


formed five days before admission. 
Blood urea nitrogen was 16.5 mg./100 
cc. upon admission and rose to 25. Elec- 
trocardiogram showed an intraventricu- 
lar conduction defect in addition to pre- 
vious findings. He was treated with Di- 


uril, Aminophyllin, potassium supple- 


356 


ments, and digitoxin and lost 32 lb. He 
was discharged on July 30. 

Sixth admission. The patient re-en- 
tered the hospital on January 26, 1959, 
with one month’s history of ankle 
edema, paroxysmal nocturnal dyspnea, 
and a 10-lb. weight gain. Blood urea 
nitrogen was 24 mg./100 cc., and white 
blood count was 12,000/cu. mm. with 
normal differential. Hemoglobin was 13 
em./100 cc. An electrocardiogram now 
evidence of anterior subendo- 
cardial ischemia. He was treated with 
ammonium chloride for three days and 
then Thiomerin and Diuril with potas- 


showed 


sium supplements were administered. 
Again, diuresis was satisfactory, and he 
was discharged on February 20 on a 
cardiac regimen. 

Seventh admission. Progressive dysp- 
nea and edema developed two weeks 
after the patient’s discharge. Four days 
prior to admission on March 17, 1959, a 
purple rash appeared over his body, and 
he noted that the second finger on the 
left hand was turning blue. The night 
before admission, dyspnea was severe 
and his swollen legs were very painful. 
Blood pressure was 240/140 mm. Hg. 
The skin contained scattered, discrete, 
reddish-purple lesions with raised ne- 
crotic centers. There were numerous ex- 
coriations on the legs, arms, and_ back. 
Four plus edema was noted in the legs 
extending to the knees. The hands were 
swollen and tender, and the left second 
finger was purplish-black and contained 
several bullae. Grade II hypertensive 
changes were noted in the right ocular 
fundus. The left fundus contained sev- 
eral hemorrhages and minimal papille- 
dema. The patient was dyspneic. His 
heart was enlarged. A grade III, harsh, 
blowing, systolic murmur was heard 
best over the mitral area. Venous pres- 
12 cm. of citrate; circulation 


sure Was 


time was 40+. seconds. Hemoglobin was 
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14.2 gm./100 cc. on admission and 12.6 
gm./100 cc. on March 31. White blood 
count was 19,000/cu. mm. with 96 per 
cent polymorphonuclear leukocytes on 
admission and 22,000/cu. mm. with 97 
per cent polymorphonuclear leukocytes 
on March 31. The erythrocyte sedimen- 
tation rate was 84 mm./hr., as deter- 
mined by the Westergren method. Plate- 
lets were normal. Urine had a specific 
gravity of 1.018, 34 protein, 15 to 30 
white blood cells, and 50 to 100 red 
blood cells. Serologic reactions for ve- 
nereal disease were negative. Blood urea 
nitrogen was 40 mg./100 cc. Serum so- 
dium was 124, potassium 5.9, and chlo- 
ride 92 mEq. per liter. One blood cul- 
ture was negative. No growth was ob- 
tained in cultures from the finger. 

left 
ventricular hypertrophy and left ven- 
tricular strain with probable anterior 
subendocardial ischemia. Two lupus er- 


An electrocardiogram showed 


ythematosus clot tests were negative. A 
biopsy of one of the skin lesions re- 
vealed 
upper dermis with acute inflammation 


hemorrhagic necrosis of the 
and ulceration of the overlying epider- 
mis. The patient was treated with bed 
rest, digitoxin, low-sodium diet, Eryth- 
romycin, and Inversine. Anticoagulant 
therapy was started on March 27, and 
reserpine was added on March 28. He 
had a good diuretic response and _ lost 
24 lb. by March 30. The blood pressure 
remained elevated at levels of 210/110 
mm. Hg. The purpuric rash of the skin 
cleared and completely disappeared by 
March 30. 

On April 2, the patient stated that he 
noted the onset of periumbilical pain 
during the preceding night but that he 
had not mentioned it to anyone until 
that morning. This pain progressed and 
became a severe, deep ache in the right 
upper quadrant and right flank. It did 
White blood count 


not. radiate. was 
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20,000/cu. mm. on April 2, with 93 per 
cent polymorphonuclear leukocytes. He- 
moglobin was 10.5 gm./100 cc. Blood 
pressure was 80/50 mm. Hg. Vasopres- 
sors elevated his pressure temporarily. 
His abdomen but there was 
marked tenderness in the right upper 
quadrant, right flank, and right costo- 


was soft, 


vertebral angle. The patient expired 
in shock three after his 


first complaint. He remained afebrile 


about hours 


throughout this admission. 
Discussion 


DR. ZINNEMAN: Reviewing this patient’s 
first hospital admission, we note that he 
entered the hospital complaining of 
bleeding hemorrhoids. He had had _ hy- 
pertension for twenty years, and, while 
in the service in 1943, he was hospital- 
ized for coronary thrombosis. If his dis- 
ease In 1943 actually was a coronary 
thrombosis, his subsequent course would 
His 
blood pressure was 232/140 mm. Hg. 


constitute a remarkable survival. 
All laboratory findings were within nor- 
mal limits except for a white blood 
count of 13,600/cu. mm. The normal 
pyelogram relieves us of worry concern- 
ing hypertension due to unilateral pye- 
lonephritis. The cardiac fluoroscopy re- 
vealed left ventricular enlargement, and 
a cholecystogram showed a single gall- 
stone. Proctoscopy revealed two small, 
fulgurated polyps. In 1955, he still had 
not had a hemorrhoidectomy. He was 
admitted because of increasing dyspnea, 
orthopnea, paroxysmal and nocturnal 
dyspnea, and occasional attacks of sub- 
sternal pain associated with exertion. 
This was relieved by nitroglycerin. The 
blood pressure still was high. Fundu- 
scopic examination revealed moderate 
tortuosity of the vessels with grade II 
hypertensive changes. Moist rales were 
heard in both lung bases. The white 
cell count still 15,600/cu. 


blood was 
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differential count. 
The urine showed protein, the blood 


mm. with a normal 
urea nitrogen was 12.5 mg./100 cc., and 
the fasting blood sugar was 126 mg./100 
cc. One has to entertain the fleeting sus- 
picion of pheochromocytoma. He was 
treated with a hypertensive regimen, 
and the blood pressure fell to 140 to 160 
mm. Hg systolic over 74 to 90 mm. Hg 
diastolic. The third admission was dur- 
ing the same year. The fourth admission 
was in 1957. He was readmitted with in- 
creasing dyspnea. He had been bedrid- 
den for five weeks. The blood pressure 
was still elevated. The patient was le- 
thargic, dyspneic, and orthopneic. The 
fundi showed grade II hypertensive 
change. There was something new, ap- 
parently a grade III, blowing, systolic, 
apical murmur, which could be just a 
relative mitral insufficiency from en- 
largement of the heart. The liver was 
firm, and the edge was palpated 4 finger- 
breadths There 
was pretibial edema. The electrocardio- 


below the costal arch. 
eram showed left ventricular strain. He 
lost 28 Ib. on an adequate cardiac regi- 
men. Could we see the roentgenograms 
at this point? 

RADIOLOGIST: The first chest film made 
in March 
(figure I). 


1946 is essentially normal 
After almost eight years, his 
heart begins to enlarge. Eighteen months 
later, just prior to January 1, 1956, we 
see an enhancement of the cardiac hy- 
pertrophy. There is some evidence of in- 
creased pulmonary markings, and some 
left heart failure may be suspected. Car- 
diac fluoroscopy shows that the left au- 
ricle is normal and that the left ventri- 
cle is enlarged. A year and three months 
the left has increased 


later, ventricle 
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further in size, while the other cardiac 


chambers remain essentially unchanged. 

DR. ZINNEMAN: In June 1958, the patient 
was lethargic, orthopneic, and dyspneic. 
His liver was enlarged and firm. There 
was no right heart failure which would 
explain the size of the liver, and we 
begin to suspect in retrospect that an- 
other process might have been responsi- 
ble for this hepatomegaly. The fifth ad- 
mission was in 1958. He presented with 
heart failure and hemoptysis. He had 
The 


showed left ventricular hypertrophy and 


ascites. electrocardiogram again 
left ventricular strain with an intraven- 
tricular conduction defect. He was treat- 
ed with Diuril, Aminophylline, potassi- 
um supplements, and digitoxin and lost 
32 lb. Could we see the chest roentgeno- 
gram of that date? 

December 1955 and 
June 1958, there is still no evidence of 


RADIOLOGIST: In 


enlargement of the left atrium or the 
ventricle, but there is increasing pulmo- 
nary congestion. 

DR. ZINNEMAN: In January 1959, he is 
admitted again with one month’s history 
of ankle edema, paroxysmal nocturnal 
dyspnea, and more edema. He had con- 
tinued to take reserpine but had discon- 
tinued Apresoline on the advice of his 
physician. The white blood count was 
12,000/cu. mm. again with a normal dif- 
ferential count. The hemoglobin was 13 
em./100 cc., which is somewhat low for 
a man with congestive failure unless he 
is losing considerable amounts of blood 
from a source, such as the hemorrhoids. 
The fasting blood sugar was normal, 
and we dismiss the thought of pheochro- 
mocytoma. An electrocardiogram showed 
anteroseptal myocardial ischemia. The 
seventh and last admission was in March 
1959 (figure II). Progressive dyspnea 
and edema developed two weeks after 
discharge. Four days prior to admission, 
he noted the sudden appearance of a 
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FIG. 1. Posteroanterior roentgenogram of FIG. Hl. Posteroanterior roentgenogram of 


the chest dated March 7, 1946. the chest dated March 1959. 


FIG. 11. Photograph of area of infarction and rupture in right lobe of liver. 
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purple rash all over the body. He noted 
that the second finger on the left hand 
was turning blue. I asked Dr. Larson 
whether this finger was painful. From 
the progress notes, the nurses’ notes, 
and the medications he had been given, 
we must assume that the patient was in 
considerable pain. This is important to 
me. Gangrene, which is a sequence of an 
embolus, usually is not as painful as 
that due to vasculitis. The patient was 
dyspneic. The heart was enlarged, and 
the murmur had not changed. The circu- 
lation time was markedly delayed. The 
white count is still higher now, 19,000 
to 22,000/cu. mm., and the sedimenta- 
tion rate has risen to 83 mm./hr. The 
urine definitely has changed, showing 


3+ protein and red blood cells. This 
suggests a process affecting the kidneys 
also. The blood urea nitrogen keeps ris- 
ing as well as the serum potassium level. 
Lupus erythematosus clot tests were neg- 
ative. The histologic aspects of the skin 
lesions of our patient are unlike any 
embolic phenomenon but have been de- 
scribed as one of several types of skin 
lesions found in 35 per cent of all pa- 
tients with polyarteritis nodosa. They 
may appear as small, subcutaneous nod- 
ules; ecchymoses; cutaneous gangrene; 
urticarial or purpuric rashes; livedo re- 
ticularis; or multiple ulcerative lesions.'* 

Let us now take stock of all the avail- 
able information. I believe that we may 
dismiss any thought of thrombotic 
thrombocytopenic purpura. Another le- 
sion which can produce a rather large 
embolus and even skin lesions is acute 
bacterial endocarditis. We may dismiss 
this thought also, because I have not 





FIG. Iv. Photograph of cut section of liver showing multiple scars and area of infarction 
and rupture in right lobe. 
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*Only 54 per cent of large series of patients with polyarteritis nodosa have been 


found to be anemic. 


~Fever was found in only 68 per cent of a series of 607 cases. 


heard of an afebrile acute endocarditis. 
The conditions to consider are subacute 
bacterial endocarditis, a myocardial 
mural thrombus with embolization sec- 
ondary to myocardial infarct, and poly- 
arteritis nodosa. 

I shall try to present the available 
items of information as a table in which 
each finding is evaluated as “likely” 
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(+) or “not likely” (—) in the three 
conditions of our narrower choice. 
Polyarteritis nodosa seems to be the 
most likely diagnosis. ‘The patient again 
responded favorably to therapeutic 
measures, although his dyspnea seemed 
unproportionately severe considering 
the size of the heart on the roentgeno- 
gram. Then the patient had sudden peri- 


361 








clinicopath ologic 


conference 


umbilical pain which progressed to a 
severe deep ache in the right upper 
quadrant and the right flank. ‘There was 
a dramatic drop of hemoglobin, and all 
factors pointed to a sudden internal 
hemorrhage. He expired in shock about 
three hours after his first complaint. 
This might have been due to the rup- 
ture of an aneurysm of the abdominal 
aorta. The roentgenograms, however, do 
not suggest such a possibility. What hap- 
pened? Well, let’s go back to our three 
possibilities again. 

1. Subacute bacterial endocarditis. 
How can a patient with subacute bacteri- 
al endocarditis bleed to death? A mycot- 
ic aneurysm of the renal artery would 
result in a slow retroperitoneal spread 
dramatic se- 


of such a leak, not in a 


quence such as ours. A mycotic aneu- 
rysm of the superior mesenteric artery 
could do just that. However, even if we 
add this event to our table, too many 
signs are still in disfavor of subacute 
bacterial endocarditis. 

2. Emboli 
Emboli might lodge in the superior mes- 
enteric that 
diarrhea 


from a mural thrombus. 


artery, but, in case, we 


should expect bloody and, 
maybe, ileus but not a hemorrhage. Per- 
haps a renal infarct could occur, but this 
would not produce the massive hemor- 
rhage. Could a splenic infarct with rup- 
ture of the splenic capsule and intra- 
peritoneal hemorrhage do this? There is 
little precedence for that event in em- 
bolic disease. Also, we must consider an 
hepatic infarct with rupture. There are 
such reports in the literature, but none 
of them are due to an embolus. We must 
remember that the liver has two supplies 
of blood, one from the hepatic artery 
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and the other from the portal vein. 
Thus, the usual hepatic infarct will be 
a “red” infarct similar to a pulmonary 
infarct. 

3. Polyarteritis nodosa. Infarcts due 
to vasculitis are the hallmark of this dis- 
ease, and everything I mentioned about 
infarcts associated with subacute bacte- 
rial endocarditis and embolic disease 
also holds for polyarteritis nodosa. A 
splenic infarct with subsequent rupture 
of the spleen seems feasible, although 
the literature does not emphasize this 
occurrence. Moreover, our patient’s 
symptoms were in the right side of the 
abdomen. Let us go back to the hepato- 
megaly in 1957. You recall that the size 
of the liver was larger than we could 
expect from the state of cardiac failure. 
Mowrey and Lundberg* stated in 1954 
that many cases of polyarteritis nodosa 
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FIG. V. Photomicrograph of liver. (X 60) 
Fresh thrombus is seen at lower margin 
of photograph. Destroyed arterial wall is 
seen in middle section of photograph and 
hepatic tissue is seen superiorly. 
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FIG. vi. Photomicrograph of pancreas showing a fresh arterial thrombus inferiorly and 
pancreatic tissue superiorly. (X 60) Remnants of destroyed arterial wall are seen at edge 


of the thrombus. 


have their early symptoms in the liver 
leading to transient hepatomegaly. ‘They 
are usually interpreted as congestive 
heart failure. So, hepatic infarcts can 
occur in polyarteritis nodosa, but do 
they lead to rupture? Of all nontrau- 
matic ruptures of the liver, the single 
most frequent cause is polyarteritis no- 
dosa.4°8 There are case reports of 70 
cases of hepatic infarction, 26 of them 
due to polyarteritis nodosa. Massive in- 
farct and rupture of the liver is possible 
in polyarteritis whenever the process af- 
fects the hepatic artery as well as the 
portal vein of a segment. Therefore, my 
diagnosis is polyarteritis nodosa with 
hepatic infarct and hepatic rupture fol- 
lowed by intraperitoneal exsanguination. 

DR. PAUL HAGEN: If this is polyarteritis, 
why did it occur? What about the eti- 
ology and the medication? 
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DR. ZINNEMAN: Well, the patient re- 
ceived many medications, but, if we heed 
his early symptoms, we must conclude 
that he had this disease long before mul- 
tiple medications were started. 

DR. HAGEN: Do you place the onset as 
far back as 1957? 

DR. ZINNEMAN: At least. 

DR. E. T. BELL: Don’t you think that the 
man had primary hypertension with 
polyarteritis superimposed on it? 

DR. ZINNEMAN: That is possible. 

DR. HAGEN: He lost 28 Ib. after taking 
diuretics in 1957. Why wasn’t his hepa- 
tomegaly due to heart failure? 

DR. ZINNEMAN: He didn’t have right 
heart failure. He had a normal venous 
pressure and no right ventricular en- 
largement. I should like to postulate 
that he had an infarct in the liver in 
1957, and I certainly would expect in- 
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farctions of the kidneys, too, among 
other organs. 
DR. BELL: Did he not have a leukocy- 
tosis before he was given medication? 
DR. HAGEN: Yes, he did. This process 
seems to date back to 1954 at least. 


Pathologic Discussion 


DR. DONALD LARSON: At autopsy, the skin 
lesions had cleared. ‘There was dry gan- 
grene of the distal phalanx of the left 
index finger. There were about 4 liters 
of partially clotted blood in the peri- 
toneal cavity. The heart weighed 825 
gem. The left ventricle weighed 261 gm.; 
the right, 128 gm. Patchy myocardial 
fibrosis was noted in the septum and in 
the left ventricular wall. There was a 
thinned, densely scarred area 214 cm. in 
diameter in the mid-portion of the left 
ventricular wall. There was approxi- 
mately 75 per cent occlusion of the right 


coronary artery 2 cm. from its origin. 
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A fair amount of emphysema was in 
both upper lobes of the lungs. There 
was also a caseous nodule, obviously an 
old granuloma, about | cm. in diameter 
in the superior segment of the right 
lower lobe. The small bowel contained 
scattered mucosal hemorrhages up to 5 
mm. in diameter. Two polyps were 
found in the large bowel. There was 
moderately severe atherosclerosis of the 
abdominal aorta, and, in the lower por- 
tion, a slight dilation with thrombus 
formation partially occluded the lumen. 
The kidneys weighed 200 and 210 gm., 
respectively, and the adrenals weighed 
12 and 20 gm., respectively. ‘There was 
a massive infarction of the right lobe of 
the liver, with necrosis, rupture, and 
intraperitoneal hemorrhage. This was 
the immediate cause of this man’s de- 
mise (figures III and IV). In addition, 
that several scarred areas were 
present within the hepatic parenchyma. 


notice 
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FIG. vil. Photomicrograph of adrenal showing 2 arterial lesions. (X 60) 





GERIATRICS, MAY 1960 











DR. ZINNEMAN: You think they are old 
infarcts dating back to 1957? 

DR. LARSON: Well, I don’t know if we 
can date them exactly. They certainly 
have been present for several months. 

DR. GERALD EVANS: Is the pathologist 
satisfied with the reason given for hepatic 
enlargement? 

DR. LARSON: This liver was not par- 
ticularly large at autopsy. 

DR. EVANS: But clinically it was at an 
earlier date. 

DR. LARSON: This is what the clini- 
cians found, but, at the last admission, 
it was not palpated and, at autopsy, it 
weighed just a little over 2,000 gm. 

DR. EVANS: I wonder whether it can be 
what the pathologists never see, namely 
water? 

DR. ZINNEMAN: Or intrahepatic hem- 
orrhage. 

DR. EVANS: I think that sometimes 
edema of organs occurs. It might be 
blood as Dr. Zinneman suggests. We 
cannot find such edema at autopsy. 

DR. LARSON: Actually, I think this is 
the reason why some kidneys are en- 
larged. Here is a microscopic section of 
one of the areas in the liver showing a 
vessel which is occluded with a fairly 
fresh thrombus (figure V). The vessel 
wall, which appears as a homogenous 
pink substance, is completely destroyed. 
There is a considerable area of arterial 
inflammation and dense peripheral scar- 
ring. 

The kidneys show multiple lesions 
typical of polyarteritis nodosa, although 
there were no gross infarcts. ‘The ma- 
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jority of the glomeruli are heavily seed- 
ed with neutrophils. ‘This man had acute 
glomerulitis at time of death. In addi- 
tion, there are hypertensive changes in 
many of the small arteries, indicating a 
longstanding hypertension. There were 
vascular lesions in the pancreas and the 
adrenals. However, we could find no 
vascular changes in the lungs (figures VI 
and VII). 

Clinical diagnosis: (1) polyarteritis 
nodosa and (2) massive, intraperitoneal 
hemorrhage. 

Dr. Zinneman’s diagnosis: (1) poly- 
arteritis nodosa with multiple organ in- 
farcts, including an hepatic infarct, and 
(2) hepatic rupture secondary to poly- 
arteritis nodosa with intraperitoneal ex- 
sanguination. 

Pathologic diagnosis: (1) polyarteritis 
nodosa with multiple organ infarcts, (2) 
hepatic rupture secondary to polyarteritis 
nodosa with intraperitoneal exsanguina- 
tion, and (3) severe, hypertensive cardio- 
vascular disease. 
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The League House 
in La Jolla 


BRYANT EVANS 
SAN DIEGO, CALIF. 


The League House in La Jolla, 
California, is especially designed 
and planned to meet the needs of 
active women over the age of 65 
who have modest incomes. 

Within the framework of group 
living, the women can continue to 
enjoy their community contacts 
and also to find independence in 
their own apartments. 

Rate for single-room apartments 
is $65 a month; for two-room units, 
up to $135. 

The Social Service League which 
sponsors the home carefully screens 
the applicants on the basis of rea- 
sonably good health and top in- 
come of $250 a month. Backgrounds 
and cultural interests also are con- 
sidered, insuring a remarkably com- 
patible group of guests. 


Photographs by VED LAU 











Located in a residential section 
of La Jolla, near the Pacific 
Ocean and yet not far from 

the business center, League 


House encourages con 
tinued participation 
in community ltv 

ing. 














From the sundeck the Pacific 
Ocean with occasional passing 
fishing boats provides a_back- 
drop for an expanse of green 
lawn and luxuriant foliage. Shuf 
fleboard facilities are available, 
but most guests prefer the less 
strenuous pastime of conversa 
tion beneath the inviting shade 
of gaily-colored parasols. 
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League louse story 


MM Independence with the companion- 
ship of group living in a community set- 
ting is the hallmark of League House in 
La Jolla, California. 

More than a women, all 65 
years or older and with limited incomes, 
have apartments in the ocean-side house 
built four years ago by the Social Serv- 
ice League of La Jolla. Planning was 
started in 1947 and two of the present 


dozen 


guests are former members who partici- 
pated in the building activities. 
Apartments in the “L” shaped build- 
ing are of two sizes. There are 9 one- 
room efficiency apartments furnished 
with gas cook stoves, adequate storage 
space and shower-equipped bathrooms. 
They rent for $65 a month. The 6 two- 
room units cost up to $135 a month. 
Rental income almost exactly matches 
operating expenses. 
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Included in the rental is one hot meal 
—an evening dinner—six days a week. 
Cleaning services are provided every 
two weeks, leaving the daily housekeep- 
ing for the residents. Each apartment 
has a telephone on the private exchange 
through the manager’s office permitting 
communication facilities within the 
house and with the outside community. 

The Social Service League of La Jolla 
is an organization of women that grew 
out of the social service group of a local 
church. Mrs. Walter J. Willoughby, 
president of the league in 1947 when the 
project was conceived, explains: 

“We realized the need of many older 
people in La Jolla who had lived and 
worked in the community and were now 
past their earning years. These people 
were finding it hard to live on a fixed 
income which at one time had been ade- 
quate. It was no longer possible to find 
low rental facilities which were formerly 
available, nor did they have a sum of 
money necessary to enter a home which 
required a charter fee. 

“They wanted independent living, yet 
they needed the companionship and pro- 
tection of group living. They were not 
charity cases, not on state old-age pen- 
sions, and the question of where to live 
and how to stretch a small budget of 
approximately $150 per month became 
a challenge to the Social Service League.” 

The challenge was met by careful plan- 
ning and diligent work. Many ideas were 
rejected, such as a proposal for purchase 
of mobile homes or a rural domicile. 

Eventually a lot was purchased in a 
residential district close to the center of 
La Jolla and within a few hundred yards 
of the Pacific ocean. There was a fund 
campaign for the building which is con- 
structed with the base of the “L” at the 
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rear. In the angle is a green lawn and 
from the sundeck there is a view of the 
ocean. Toward the front of the house is a 
common room, 35 by 20 feet, with a 
fireplace, grand piano, which none of 
the present guests play, and television. 
In this room, the evening meal is served 
on tearoom-type tables where residents 
sit in wicker contour-molded chairs. 

The charm and warmth of the League 
House, however, is found in the indi- 
vidual apartments, decorated with the 
precious artifacts the tenants have col- 
lected over many years—antique orien- 
tal rugs, paintings, vases, statuary and 
other works of art. “Our household 
gods,” one woman calls them. 

Much of the success of the League 
House can be credited to the screening 
system for applicants. They must be in 
reasonably good health and have an in- 
come of not more than $250 a month. 
In addition, an admissions committee 
considers the background and compata- 
bility of each future guest. 

Che result is a homogenous group of 
women intellectually and culturally. In 
the beginning, the League planned to in- 
clude retired couples as residents, but 
only one couple moved in for a short 
time and since then the house has ca- 
tered exclusively to women. 

A few of the guests do typing 


g, baby 


sitting, and similar work in the commu- 
nity. Others devote their time to read- 
ing, letter writing, and visiting friends. 


The residence was planned especially for 


women who already were living in La 
Jolla, so family and social contacts are 
not interrupted when a woman moves 
into the League House. 


370 


Each evening the large common room is 
converted into a dining area. At other 
hours the guests may enjoy the television, 
grand piano or community library here, 
Careful screening by the admissions com- 
mittee as to intellectual and cultural 
backgrounds of applicants assures com- 
patability of the residents. 
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Operation of the house as a non-profit 
corporation is under the direction of a 
committee of the Social Service League 
that meets with the manager every two 
weeks. In addition to the woman man- 
ager, the staff includes the cleaning 
woman, a cook, bus boy and a part-time 
worker who relieves the manager for 


one day a week. League volunteers fill in 
for the manager during a two-hour off- 
duty period. 


When League House opened in May 
1955, it was licensed by the California 
State Welfare Board, but later state reg- 
ulations were amended to require li- 


censes only for homes serving 3 meals 
a day. 
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Within the privacy of their one 
or two-room efficiency apart 
ments guests can maintain their 
independence. They prepare 
their own breakfasts and lunches 
and are responsible for their 
own daily housekeeping. Herc 
they can engage in hobbies, read, 
or write letters in the familiar 
surroundings of personal treas- 
sures collected through the years 
and carried into retirement with 
them. 
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A report on hydroflumethiazide with a 





review of benzothiazide derivatives 


A new oral diuretic 


SANFORD MALLIN, M.D., MORTON FUCHS, M.D., SHINAZO IRIE, M.D., 
BENJAMIN NEWMAN, M.D., ELLEN LIPPMAN, and JOHN H. MOYER, M.D. 


PHILADELPHIA 


Hydroflumethiazide, a new thiazide 
derivative, was evaluated as a diu- 
retic by means of a forty-eight hour 
weight loss response of edematous 
patients, chronic administration for 


six weeks, bioassay studies, and 


renal function determination. At 
its maximum dose, hydroflume- 
thiazide is comparable in effective- 
ness to the maximum effective doses 
of chlorothiazide, hydrothiazide, 
and flumethiazide. 


(ll six authors serve on the staff of Hahne 
mann Medical College and Hospital—san 
FORD MALLIN as resident in internal medi- 
ciné; MORTON FUCHS as assistant professor 
of medicine; SHINAZO IRIE and BENJAMIN E. 
NEWMAN, fellows in internal medicine; 
ELLEN LIPPMAN as chief technician, Medi- 
cal Research Laboratories; and JOHN H. 
MOYER, chairman of the Department of 
Internal Medicine. 

Supported by grants from the National Heart 


Institute of the National Institutes of Health, 
Bristol Laboratories and Squibb and Company. 
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MB The synthesis of chlorothiazide in 
1957 by Novello and Sprague provided 
a potent agent for effective oral diuretic 
therapy of edema states of diverse eti- 
ology.! Its clinical efficiency as an ad- 
junct in the treatment of hypertension 
further increased the usefulness of this 
drug. 

A natural sequence of such wide- 
spread therapeutic usefulness has been 
the chemical modification of chlorothi- 
azide in an attempt to provide a more 
favorable therapeutic ratio and to de- 
crease electrolyte disturbance. 

In particular, continuing experience 
with chlorothiazide emphasizes the de- 
sirability of obtaining an agent with 
minimal potassium excreting potential 
but which retains marked natruretic po- 
tential with low toxicity. Furthermore, 
such a drug must maintain its therapeu- 
tic efficacy and freedom from side ef- 
fects over extended periods of continual 
usage. 

The present study concerns hydro- 


373 





anew oral diuretic 


flumethiazide (figure I), which differs 
from chlorothiazide by the replacement 
of a trifluoromethyl group for the chlo- 
ride atom and the saturation of the dou- 
ble bond at the third and fourth car- 
bons. The drug will be compared phar- 
macologically and clinically with chlo- 
rothiazide, hydrochlorothiazide, and flu- 
methiazide (figure 1). ‘The methods of 
investigation are similar to those used 
previously for evaluation of mercurial 
diuretics and earlier thiazide deriva- 


tives.2* 
Methods and Materials 
OUTPATIENT STUDY 


An acute forty-eight-hour response by 
weight loss was determined in 25 per- 
sons in our diuretic clinic. ‘These pa- 
tients had all shown evidence of cardiac 
failure and were on maintenance doses 
of digitalis. All had previously required 
at least 1 or 2 mercurial diuretic injec- 
tions per week for the maintenance of 
an edema-free state. The etiology of 
their cardiac failure was, in most cases, 
disease. Several 


arteriosclerotic heart 


patients had chronic rheumatic valvulat 


THIAZIDE DERIVATIVES 
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disease. Their ages ranged from 42 to 
c c 


68 years. 

Before this phase of the study, the pa- 
tients were given no diuretic therapy for 
at least one week. The remainder of 
their medication was unchanged. Each 
patient was weighed in the morning be- 
fore breakfast and after voiding. Hydro- 
flumethiazide was then given for two 
days and the weight again recorded. All 
patients were studied in this manner at 
doses of 25 mg. and 50 mg. once daily 
and 50 mg., 100 mg., 200 mg., and 400 
mg. twice daily. At least five to ten days 
without diuretics was allowed between 
doses, during which period edema fluid 
reaccumulated. 

The response of this same group of 
patients to chronic administration of hy- 
droflumethiazide was also studied. After 
a five- to ten-day period without diuretic 
agents, each patient was placed on a 
dose of 100 mg. twice daily for a six- 
week period. Serum electrolytes, includ- 
ing sodium, potassium, and _ chloride; 
carbon dioxide combining capacity; 
blood urea nitrogen; and a hemogram, 
including white blood count, differen- 
tial, hemoglobin, and hematocrit were 
determined before and after the study. 
In addition, each patient was weighed 
and examined every week. The blood 
pressure was recorded and special atten- 
tion paid to the presence of any side 
effects. 


BLOASSAY STUDIES 


Dose response curve. A group of hos- 
pitalized, nonedematous patients was 
studied to determine the effect of vary- 
ing doses of the drug on urinary electro- 
lyte excretion. Each patient was placed 
on a 50-mEq. sodium diet and given 
2,000 to 3,000 cc. of water daily. Twen- 
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ty-four-hour urine specimens were col- 
lected and analyzed for sodium, potas- 
sium, and chlorides. After a control pe- 
riod of four to seven days during which 
sodium excretion stabilized (at about 90 
per cent of dietary intake), hydroflume- 
thiazide was given as a single morning 
dose on two consecutive days. The twen- 
ty-four-hour urinary electrolyte excre- 
tion was measured on these days and an 
average of the two days obtained. The 
difference between these values and the 
control figures is a measure of the nat- 
ruretic effectiveness of the drug. A dose 
respouse curve was obtained by study- 
ing the patients in the above manner; 
1 to 6 different patients were placed on 


each of the following doses: 25 mg., 50 
mg., 100 mg., 200 mg., and 400 me. 


once daily. 

Duration of response to a single dose. 
A different group of patients was studied 
to determine the duration of response to 
a single dose of hydroflumethiazide. 
After control values of urinary electro- 
lyte excretion on a fixed 50-mEq. sodi- 
um diet were obtained, a single 100-mg. 
dose of hydroflumethiazide was given. 
Urine collections were made at two-hour 
intervals for twenty-four hours and the 
increase in sodium, chloride, and _potas- 
sium excretion during each two-hour pe- 
riod determined. 

Effectiveness and duration of response 
of a long-acting preparation. Identical 
conditions were used to study a long- 
acting preparation of hydroflumethia- 
zide in which a 50-mg. enteric-coated 
shell was enclosed in a pill containing a 
second 50 mg. of readily soluble drug; 
2 patients were given this long-acting 
preparation and 2 others a conventional 
100-mg. tablet. Urine collections were 
made at two-hour intervals for twenty- 
four hours. Subsequently, dietary sodi- 
um restriction was maintained for four- 
teen days so that twenty-four-hour sodi- 
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um excretion could return to control 


levels. A double cross-over study was 
then performed. Those patients original- 
ly given the long-acting form received a 
100-mg. tablet, and the 
others were given the long-acting prep- 


conventional 


aration. Urine collections were again 
made every two hours for twenty-four 
hours after drug ingestion and analyzed 
for sodium, potassium, and chloride. 
Chronic excretion study. Several hos- 
pitalized patients on a daily mainte- 
nance dose of hydroflumethiazide and a 
50-mEq. sodium diet were studied to de- 
termine the effects of chronic drug ad- 
ministration on electrolyte excretion. 
Before drug administration, control 
twenty-four-hour urinary electrolyte 


values were determined for each pa- 
tient. Continual twenty-four-hour urine 
collections were then analyzed for sodi- 
um, potassium, and chloride for the du- 


ration of diuretic therapy. 
RENAL FUNCTION STUDIES 


Effects of a single dose of hydroflume- 
thiazide on glomerular filtration rate, 
renal plasma flow, urine volume, and 
electrolyte excretion were studied in 6 
hospitalized patients. The blood pres- 
sure and serum sodium and _ potassium 
levels were also followed. After 3 twen- 
ty-minute control periods, 3 of the pa- 
tients received 200 mg. of the drug oral- 
ly and the other 3 received 100 mg. of 
an intravenous preparation of hydro- 
flumethiazide. All determinations were 
then continued at hourly intervals for 
five or six hours after drug administra- 
tion. The methods have been previously 
described.®: 9 
Results 


OUTPATIENT STUDY 


The acute forty-eight-hour response by 
weight loss is shown in table 1 and is 
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TABLE 


Response to Varying Doses of Hydroflumethiazide 
by Forty-eight Hour Weight Loss 





WEIGHT CHANGE IN POUNDS 


Patient A Thos wie a me a ontter 1 fi a selets al ariet 
M.W. 202.50 201.25 208 206.50 211 215 209 204 209 208 
CF: 161.50 162 164 161.50 164 158.50 
J.D. 108.25 106 110.50 107.50 108 106.50 1 107.25 107.25 106.25 
M.F. 178.5 177 169 168 170.75 168 168.50 168 174.50 170.25 
K.G. 149.50 148.75 149.50 146 148.50 146.25 149 146.50 
H.C. 151.50 150 148.75 148.50 148.50 149 15] 150 
CS: 144.50 143.75 143.75 143 144.50 142.50 145 143.25 146 142.50 
W.W. 107 108 109.25 111.25 112.50 113.75 114.50 112.50 
C.G. 188 189 182 183.50 183.4 184 187.50 183.50 186 185 
J.G. 114 113 115.50 113.50 15 114 116.50 115.50 
B.K 173 175.75 181 180.25 179 174 184 178 
L.S. 254 251.50 235.25 232-7 243 240 242 239.75 241 235 
F.A. 152 148.50 149.75 146.50 146 144.25 
J.M. 158 15 162.50 159.50 165 159.50 162 160 162 160.25 
L.M. 212.50 215 215 213 214 212.95 215 213 
E.W. 239 234 244 240.75 
N.Mc. 178.50 175.25 174 176 180.50 175.25 178 174.25 
L.A. 136.25 136.75 136 135.50 127.75 126.50 131 125.50 
B.T. 170.50 171 165.50 164.50 164.50 164.50 165.75 164 
S.D. 139.75 139 150 143.25 147.50 140.25 
M.W. 15] 153.50 150 151.50 153.50 150 156 149.25 
A.P. 142 140 138 139 
E.O. 174 17] 172 164.50 170.50 165.50 
A.B. 155.50 150.75 156.50 149.50 156 149 154 147.15 
M.P. 135 133.25 
M.M. 92 89 90 86.26 
M.S. 178.75 178 174 175 175.50 175 
FF. 140 137.25 128.75 138 140 136 
Average 165.1 164.0 166.1 164.8 160.2 158.3 160.8 158.5 161.8 158.4 
Net change —1.1 Ib. —1.3 Ib. 1.9 Ib. —2.3 Ib. —3.4 Ib. 
Standard 
deviation +2.0 Ib +£1.9 Ib. £3.2 Ib. +2.2 Ib 2.0 Ib. 
Probability 5 = <.05 p= <01 o= <5 p = <0! p = <.001 
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depicted graphically in figure II. A sig- Weight Changes Following 
nificant response occurred with a daily — TABLE Daily Administration of 
Ya) PO, . 1 fs — RK 
dose of 25 mg. (1.1 Ib. lost; p= < %). Hydroflumethiazide 
The forty-eight-hour weight loss was 
progressively larger with increasing 
dose ; ah 3 sed 100 mg. twice daily for six weeks 
Atte doses and was maximal with a dose of ; 

9 = ri 4 Patient Before After 
es 200 mg. twice daily (3.4 Ib. lost; p = : 
208 < .001). A significant weight loss oc- MW. 212.50 211.0 

158.50 curred also with 400 mg. twice daily, but 
a moe . ie cs F. 6 
mele 7 of 21 patients had nausea and vomit- . saan a4 
i ing after the dose and therefore did not J.D. 107.0 108.0 
170.25 t oa . . ce e = . 
retain all of the medication. No side ef- ME. 174.5 176.0 
146.50 fects were noted with doses less than 
. ; K.G. 149.0 147.0 
400 mg. twice daily. 
142.50 The results after the chronic adminis- sia iden — 
112.50 tration of hydroflumethiazide for six CS. 146.0 141.5 
re yaebec area c , . ‘ ee a) oa . 
- weeks are shown in tables 2 and 3. ‘Table WW. 113.0 112.0 
2 lists the weights of each patient be- ; . 
115.50 as eta as ‘i eae C.G. 187.0 181.5 
fore and after the study. Average weight 
178 loss of the entire group is 1.6 lb. (p = — ae se 
235 < Ol): B.K. 179.0 172.0 
144.25 The response of these patients was LS. 242.0 243.5 
r generally very satisfactory in the main- 
160.25 ; anal he coe F.A. 146.0 145.0 
tenance of an edema-free state and the 
213 Sa ; : 
absence of side effects; 2 patients did re- J.M. 159.5 157.0 
accumulate edema fluid while on the L.M. 214.0 215.0 
174.25 
y 2 
: DOSE RESPONSE CURVE OF HYDROFLUMETHIAZIDE BY a anne —— 
125.50 48 HOUR WEIGHT LOSS N.Mc. 177.0 172.0 
164 
1A. 128.0 128.C 
140.25 oF Standard Deviation 
* Bits 164.5 162.0 
149.25 : Omen) Mean Value 
3 10h S.D. 147.5 145.0 
g 0 | | M.W. 152.5 149.0 
= 
ees | A.P. 140.0 142.0 
14775 = oof 
3 EO. 172.0 169.0 
wK 30} 
g A.B. 151.5 148.5 
86.2 N -40 
ine pa rae 135.0 133.5 
n 1 n 1 J M.M. 92.0 89.0 
136 25 50 100 200 400 
A DOSE IN MILLIGRAMS M.S. 175.5 176.5 
158.4 Fig. i. The heavy line shows the average FJ. 138.0 139.0 
forty-eight-hour weight loss of 20 to 25 
4 Ib. edematous patients at each dose shown, A 9S. 161.0 160.5 
significant response is observed with a dose 
0 Ib. of 25 mg. once daily and is maximal with 
a dose of 200 mg. twice daily. The lighter Average of all patients: 159.8 158.2 
~ ° ° : . . 
<-001 vertical lines show the standard deviation , 
i : Net change: —1.6 Ib. 
—_— of the weight change for each dose of 
hydroflumethiazide. 
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TABLE Serum Electroyltes and Blood Studies Before and Te 
After Administration of Hydroflumethiazide Pa 
100 mg. twice daily for six weeks 
Patient Sodium Potassium Chloride COz combining power 
Before After Before After Before After Before After 
mEq/I mEq/I mEq/I mEq/I mEq/I mEq/l mEq/I mEq/l 
M.W. 138 132 4.6 4.5 98 85 24.1 26.6 
cf. 125 142 4.8 4.1 100 98 25.7 31.7 
J.D. 139 4.7 93 92 30.4 SAT, 
M.F 137 140 Rf 4.4 94 26.2 30.0 
K.G 140 148 4.3 3.9 82 100 30 26.2 
H.C 142 140 4.5 4.4 101 98 27.8 24.9 
CS. 142 142 5.4 5.4 91 105 26.6 225 
W.W 5 6.2 91 17.4 
G.G 14 13 4.4 4.4 105 104 24.5 23.7 
J.G 138 138 4.6 4.8 96 98 23.2 25.7 
B.K. 137 138 4.4 4.9 86 88 28.7 24.9 
LS: 137 159 4.8 3.7 84 92 30 25.4 
F.A 139 146 4.7 4.2 90 98 29.2 27.4 
J.M 37 142 4.7 4.6 94 100 24.9 24.1 
L.M 3 144 5.2 4.8 100 105 24.9 25.1 
E.W 4 143 5.0 a2 90 100 24.9 24.1 
N.Mc 137 140 4.4 3.8 96 90 23.3 21.6 
LA 3.3 98 19.7 
B.T 14 144 6.3 6.0 98 111 17.4 16.6 
L.D 137 129 4.5 4.6 82 82 29.2 30.0 
M.W 4 139 5.0 4.8 98 88 FL BS 30.8 
A.P 44 144 6.3 5.8 105 100 30.0 vA Foe | 
E.O 134 14] 5.6 5.6 90 100 24.9 24.1 
A.B 14 143 5.0 4.6 95 101 24.9 24.5 
M.P 13 15] 3.0 3.4 90 98 31.3 24.9 
M.M 137 140 3.6 3.6 78 94 24.1 22.9 
M.S. 142 139 4.7 4.9 98 100 24.1 25.1 
pe 133 4.6 100 26.2 
Average 138.4 141 4.7 4.6 93.7 96.8 253.7 25.5 
Net change ae | —0.1 +3.1 —0.2 
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Table 3 





Part two 
100 mg. twice daily for six weeks 
ower Patient Blood urea nitrogen Hemoglobin Hematocrit White blood count 
ter Before After Before After Before After Before After 
q/I mg. % mg. % g./100 cc. g./100 cc. % % per cc. per cc. 
5.6 M.W. 12 11 133 14.4 45 50 6,600 7,433 
ny CF. 12 18 W337 16.0 44 51 8,150 10,300 
ie) J.D. 10 8 17.6 72 56 57 10,650 13,600 
0.0 M.F. 1] 20 9.8 10.2 32 34 5,700 4,850 
62 K.G. 14 10 13.3 12.3 . 43 43 7,850 8,300 
4.9 HC. 16 18 12.9 13.3 40 43 5,500 6,250 
25 CS: 27 24 12:3 a 4) 40 8,450 tos 
W.W. 22 14.4 50 5,550 
3.7 G.G. 19 25 14.8 16.0 48 52 6,800 8,720 
5.7 J.G. 23 26 10.9 10.9 36 37 5,000 4,500 
24.9 B.K. 22 15 14.4 15.6 46 50 7,300 12,750 
5.7 LS: 12 1] 12:9 123 40 40 11,500 9,650 
07.4 F.A. 10 10 1337 13.7 48 45 7,000 10,350 
24.1 J.M. 20 17 13:3 14.4 42 45 9,200 8,150 
25.7 L.M. 15 13 IY 12,3 38 40 5,450 6,200 
24.1 E.W. 19 20 12.3 12.3 40 42 5,250 5,920 
21.6 N.Mc. 12 8 16.0 15.2 50 50 7,750 8,600 
I.A. 22 11.3 37 13,400 
16.6 B.T 34 38 9.8 10.5 31 33 10,850 9,200 
30.0 SD. 16 14 12.3 14.0 43 45 6,400 5,100 
30.8 M.W. 8 1] 11.7 12.3 38 4] 7,400 7,450 
23:3 A.P. 9 14 10.9 12.9 38 42 7,100 7,050 
24.1 E.O. VW 17 133 a7 44 45 5,200 7,550 
24.5 A.B. 10 9 13.3 13:7 42 43 10,300 9,100 
24.9 M.P. 16 16 13.7 12.3- 42 42 10,200 7,750 
22.9 M.M. 1 8 135¢ 14.0 43 44 5,850 5,700 
25.7 M.S. 20 25 13.3 14.8 42 46 10,700 9,909 
Fis 11 12.1 39 4,950 
255 Average 15.8 16.2 13.0 13.5 42.1 44 7,700 8,100 
mg. % mg. % gm. gm. 9 9 per cubic per cubic 
millimeter millimeter 
Net Change +-0.4 +0.5 +1.9 +400 
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TABLE 


Dose Response To Hydroflumethiazide—Electrolyte Excretions 





Control! Dose” Increase® 
5 mg. 

Number of patients 5 5 5 
Sodium 41.6 81.2 39.6 
Standard deviation +12.9 
Potassium 50.4 63.0 12.6 
Standard deviation 13.2 
Chloride 45.8 97.4 50.6 
Standard deviation +13.9 


1—=Average excretion of electrolytes in twenty-four-hour control period (mEq.). 
Average excretion of electrolyte in mEq. after administration of hydroflumethiazide in dose listed. 
Average increase in twenty-four-hour sodium excretion (mEq.) after hydroflumethiazide administration. 


drug, but this edema was refractory to 
injections of mercurial diuretics as well. 
There was no significant effect on blood 
pressure in this generally normotensive 
group. 

Table 3 shows serum electrolytes in- 
cluding sodium, potassium, chloride, 
carbon dioxide combining power, blood 
urea nitrogen, and blood count includ- 
ing hemoglobin, hematocrit, and white 
blood counts in all patients before and 
after the study. Of interest are the se- 
rum sodium and chloride levels, which 
increased slightly. he serum potassium, 
blood urea nitrogen, and carbon dioxide 
combining power remained essentially 
unchanged. A slight rise in hemoglobin 
hematocrit also noted. This 


and was 


tendency toward hemoconcentration 
may explain the small rise of serum so- 


dium and chloride levels. 
BIOASSAY STUDIES 


Dose The 
the bioassay studies for 5 different doses 


response curve. results of 


are shown in table 4. Average measure- 
iments of sodium, potassium, and chlo- 
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Control! Dose? Increase* Control* Dose? Increase® 
0 mg. 100 mg. 
4 + 4 4 4 4 
41.0 92.2 51.2 41.5 110.5 51.6 
+8.0 +14.3 
40.2 9.8 19.5 38.5 68.8 28.3 
+4.4 5.1 
41.0 95.5 54.5 63:5 151 81.6 
+9.4 $27.2 


ride excretion before and after drug ad- 
ministration are listed. 

The degree of natruretic activity at 
each dose level is shown in table 4. A 
significant increase in sodium excretion 
(39.6 mEq. per twenty-four hours) oc- 
curs after a single oral dose of 25 mg. 
and increases with larger doses to a peak 
of 110 mEq. per twenty-four hours after 
a 400-mg. dose. Doses greater than 400 
mg. produced no further increase in so- 
Similar 
made for potassium (table 4) and chlo- 


dium excretion. observations 
ride (table 4) also showed progressive- 
ly greater excretion with larger doses. 

This data is depicted graphically in 
figure III, which is the dose response 
curve of hydroflumethiazide as deter- 
mined by electrolyte excretion. It is ap- 
parent that potassium excretion is mark- 
edly less than sodium excretion with a 
dose of 25 mg., but, more significantly, 
it increases relatively less than sodium 
at the larger doses. Chloride excretion 
closely parallels sodium excretion but at 
moderately higher levels. 

Duration of response to a single dose 
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ncrease® 


51.6 
14.3 


28.3 
=P 


81.6 
+£22.2 





Control! 


47.7 


Dose? Increase* Control! Dose? Increase* 
0 mg. 400 mg. 
6 6 4 4 4 
131.3 90.8 38.8 149.0 110.2 
17-8 +6.8 
85.8 a4i.9 47.0 86.0 39.0 
+6.2 7.7 
153.3 105.7 60.0 184.5 124.5 
+21.8 +54 


and evaluation of a long-acting prepara- 
tion. Figure IV shows the average dura- 
tion and degree of response of 4 pa- 
tients to 2 different preparations of the 
drug. The standard preparation (2 50- 
mg. tablets) caused a significant rise in 
sodium excretion within two hours. This 
natruretic effect was maximal in six to 
eight hours and persisted for twelve to 
sixteen hours. The long-acting prepara- 
tion (enteric-coated 50-mg. core with 
soluble 50-mg. shell) 
nificant 


also showed sig- 
effect within 
though at a somewhat 


natruretic two 


hours, lower 
level. This effect remained noticeable at 
the end of twelve hours but at a marked- 
ly lessened level. By the fourteenth 
hour, however, a second peak of in- 


Fig. II. The twenty-four-hour urinary excretion 
above control levels of sodium, potassium, and 
chloride at varying doses of hydroflumethiazide is 
shown. Significant natruresis appears with a 25- 
mg. dose and is maximal at 400 mg. Chloride 
excretion closely parallels sodium but at slightly 
higher levels. Potassium excretion is elevated 
moderately but does not rise proportionately to 
sodium with higher doses of the drug. 
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creased sodium excretion occurred, and 
the sodium loss for the second twelve- 
hour period exceeded the natruresis oc- 
curring in the second twelve-hour period 
after administration of the 
preparation. 


standard 


Total sodium excretion for the twenty- 
four-hour period was practically iden- 
tical with each preparation used. 

Chronic excretion study. The continu- 
al effectiveness of hydroflumethiazide in 
an edematous patient is shown in figure 
V. Sodium excretion rises markedly on 
the first day of drug administration and 
then drops somewhat but remains well 
above control levels for the five-day du- 
ration of the study. Potassium excretion 
also rises initially but, by the fifth day 
of drug therapy, has returned to control 
levels, while a significant natruresis con- 
tinued. 
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Figure VI illustrates the natruretic 
and diuretic response of a patient dur- 
ing the loss of edema fluid. A marked 
initial rise in sodium excretion is accom- 
panied by a corresponding increase in 
urine volume. Both subside gradually 
and, by the tenth day, have returned to 
control levels. At this point, the patient 
was objectively and subjectively free of 
edema fluid and other evidence of con- 


gestive heart failure. 
RENAL FUNCTION STUDIES 


Renal function studies on patients re- 
ceiving 200 mg. of hydroflumethiazide 


DURATION OF EFFECT OF STANDARD AND 


ENTERIC COATED PREPARATIONS OF 
HYDROFLUMETHIAZIDE 


a Standard preparation 


Enteric coated 
preparation 
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HOURS AFTER !0O0mg. OF DRUG 


Fig. IV. The hatched bars show the sodium 
excretion in two-hour periods for twenty 
four hours after administration of a stand 


ard preparation of hydroflumethiazide 
(100 mg.). The plain bars show the re 


sponse to 100 mg. of a long-acting prepa 
ration. The latter preparation shows less 
natruresis in the first twelve than 
does the standard preparation but con- 
in the second twelve-hour 


hours 


siderably more 
period. Total twenty-four-hour sodium ex- 
cretion was practically identical, however, 
with each preparation. All figures repre- 
sent average values in a double cross-over 


study. 
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orally showed the drug to have no sig- 
nificant effect on glomerular filtration 
rate or renal plasma flow. Urine volume, 
however, increased markedly within two 
hours after drug administration and re- 
mained elevated above control levels for 
the the study (figure 
VIIA). Sodium and chloride excretion 
increased within two hours of drug ad- 


five hours of 


ministration and remained well above 


control levels. Potassium excretion, 
however, showed little variation from 
control readings (figures VIIB = and 


VIIC). 


HYDROFLUMETHIAZIDE 100 Mg. 
RESPONSE OF EDEMATOUS 
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Average 
DAYS ON DRUG 
ES] Sodium Potassium 


Fig. V. Chronic administration of 100 me. 
of hydroflumethiazide twice daily caused 
persistent natruresis, with sodium excre- 
tion remaining well above control levels. 
Some fluid still remained at the 
this six-day study. Potassium 
cretion, however, showed a smaller, late) 
values and then re- 
turned to control excretion by the fifth 
day. This suggests that the effects of the 
drug on potassium may be less than the 
effects of other thiazide derivatives. 
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rise above control 
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Fig. VI. Total sodium excretion and urine 
volume are shown to correlate closely in 
the study during loss of edema fluid, Both 
rise rapidly on the first day of therapy 
with hydroflumethiazide and then return 
gradually to control levels. All clinical 
evidence of edema in this patient had dis 
appeared by the tenth day of therapy. 
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Fig. VIIB. Sodium excretion of 3 patients 
is averaged in the heavy line, which shows 
4 marked rise within first hour of drug ad- 
ministration. 
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HYDROFLUMETHIAZIDE 100 Mg. B/D 
RESPONSE DURING LOSS OF EDEMA FLUID 
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' 2 5 6 7 8 
DAYS ON DRUG 
Fig. VIIA. Oral hydroflumethiazide is 
shown to have no significant effect on 


glomerular filtration rate (bottom line) or 
renal plasma flow (top line). Urine vol- 
ume (middle line), however, rises above 
control levels within one hour after drug 
administration and remains elevated for 
the duration of the study. Each X mark 
on the lines represents the average of 3 
patients. 
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Fig. VIIC. Chloride excretion (upper line) 
rises markedly one hour after drug ad- 
ministration, Potassium excretion (lower 
line), however, remains close to control 
levels. 
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EFFECT 


Figure VIID shows the drug to have 
no effect on serum sodium and _ potassi- 
um levels. An insignificant rise in the 
of the arterial blood 
pressures was seen after drug adminis- 


averages mean 
tration to these normotensive patients 
(figure VIID) . 

Intravenous 


100 
mg. of hydroflumethiazide produced es- 


administration of 
sentially the same results except for an 
early transient depression of the glo- 
merular filtration rate and renal plasma 
flow. An earlier onset of natruresis was 
also observed (figures VIIIA and VIIIB). 
A similar depression of glomerular fil- 
tration rate and renal plasma flow fol- 
lowed by return to control levels was 
also observed with intravenous adminis- 
tration of hydrochlorothiazide® 


Discussion and Comparisons with Other 
Thiazide Derivatives 


Hydroflumethiazide represents the fourth 
thiazide derivative currently investigat- 
ed and, like its predecessors, appears to 
be a safe, orally effective diuretic agent. 
A significant diuretic effect was obtained 


dose of 25 


with a » mg. daily, while a 
dose of 400 mg. daily produced the max- 
imal effect as measured by both weight 
loss and sodium excretion. This maxi- 


mal effective dose is considerably less 


OF ORAL HYDROFLUMETHIAZIDE ON SERUM ELECTROLYES 
AND MEAN BLOOD PRESSURE 
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than the 2,000 mg. per day optimal dose 
of chlorothiazide,? but the diuretic and 
natruretic effects of the 2 drugs at their 
respective optimal doses are essentially 
the same. There is no preference for 
either drug that can be stated on the 
basis of their potency alone. Other more 
subtle differences between these and 
other thiazide derivatives will be pre- 
sented in the next section. 

In our experience, hydroflumethiazide 
was a continually effective diuretic agent 
and no evidence of specific refractori- 
ness was observed. The only patients 
who were not adequately controlled by 
it were 2 men in congestive heart failure 
whose edema did not respond to any 
other agent, including parenteral mer- 
curial diuretics. No intolerance or spe- 
cific side effects were observed except at 
a dose of 400 mg. twice a day, which 
caused nausea and vomiting in 30 per 
cent of the patients. 

No problems of electrolyte imbalance 
were induced during the period of study. 
The electrolyte excretion pattern ob- 
tained by hydroflumethiazide shows sig- 
nificant sodium excretion and a slightly 
The 
amount of potassium loss induced by the 


greater degree of chloride loss. 
drug is approximately one-third to one- 
fourth the amount of sodium excreted. 
With progressively larger doses of hy- 
droflumethiazide, the relative increase 
in potassium excretion is less than the 
increase in sodium excretion (figure IV). 

Figures V and VI show sodium and 
potassium excretion and urine volume of 


2 representative patients receiving daily 


Fig. VIID, Serum sodium (top line) and 
serum potassium (bottom line) levels were 
not significantly altered by hydroflume- 
thiazide during the five-hour course of 
renal function studies. The mean arterial 
blood pressure showed variations no great- 
er than 5 mm. of mercury. 
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hydroflumethiazide (100 mg. twice dai- EFFECT OF INTRAVENOUS HYDROFLUMETHIAZIDE 
ly) for extended periods. The first pa- CF REAL SRC 
tient (figure V) was in congestive heart Cort 
failure and had marked edema that had b 
not completely cleared at the end of the aiak SEL ss 
six-day study period. Sodium excretion 
remained strikingly elevated for the du- 
ration of therapy. It is of interest, how- 400} Ba a: 
ever, that potassium excretion, elevated “ 
initially during therapy, returned to : 0. 
control levels while the natruresis con- — 5 bla (en 
tinued. . fj Glomerular filtration rate 

A different pattern of excretion is 50+ 
shown in figure VI, that of a congestive L 
heart failure patient whose signs and i oes 5 - : , 
symptoms cleared completely during Contra! ! e 2 = 5 
therapy with 100 mg. of hydroflumethi- ea ete 





azide twice daily. Sodium excretion was 
then returned 
gradually to control levels. Closely cor- 


elevated initially and 


Fig. VIIIA, After 100 mg. of intravenous 
hydroflumethiazide, both glomerular filtra 
tion rate and renal plasma flow show an 


initial drop followed by a gradual return 


excretion 
to near control levels. 


related to sodium the 
twenty-four-hour urine volume, which 
rose significantly initially and then re- 


turned to control levels. 


was 


It is important to realize, however, 


: é Fig. VIIIB, Urinary sodium and chloride 
that this relatively favorable electrolyte 


excretion are markedly elevated within one 
hour of intravenous hydroflumethiazide 
and remain well above 
control levels for the five-hour duration 
of the study. Potassium 
little variation from control levels. 


excretion pattern does not preclude the 
possibility of electrolyte imbalance. Our 
experience with earlier thiazide deriva- 
tives would suggest, in fact, that the de- 


administration 


excretion shows 


velopment of a hypochloremic or hypo- EFFECT OF INTRAVENOUS HYDROFLUMETHIAZIDE ON 


kalemic alkalosis remains a real possi- URINARY ELECTROLYTE EXCRETION 
bility in any patient on prolonged thera- 
py with these agents.*-? Close clinical 
observation for evidence of a hypoka- Chloride 
lemic state remains essential. Muscular 
weakness, gastrointestinal complaints, or 
cardiac arrhythmias are symptoms re- 
quiring immediate attention. Appropri- 
ate therapy will then include determina- 
tion of serum potassium, supplementa- 


Sodium 


200+ 


HEQq/min 


tion with oral potassium, or discontinu- 





ation of diuretic therapy, as the case 100} 


may warrant. 


Potassium 


X= Average of 3 patients 





‘Table 2 shows, however, that, after six t ‘ , ‘ 
weeks of continuous diuretic therapy, sonra ; = 2 * . 


, HOURS AFTER DRUG 
the average serum potassium level of our (100 mg. LV.) 
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anew oral diuretic 


clinic group did not significantly change. 
Nevertheless, the possibility of an indi- 
vidual patient developing hypokalemia 
always exists. 

The exact mode of action of hydro- 
Like 
chlorothiazide, it is a carbonic anhy- 
drase inhibitor by virtue of its SONH, 
linkage. ‘That carbonic anhydrase inhibi- 


flumethiazide remains uncertain. 


tion is not the primary mechanism of 
action of chlorothiazide has been shown 
both 
stances (and in fact all thiazide deriva- 


previously.*:!° Presumably, sub- 
tives) act at the renal tubular level to 
inhibit the reabsorption of filtered ions. 


Whether this action is primarily on sodi- 


um or chloride remains to be deter- 
mined. 
Renal function studies described 


above, utilizing therapeutic oral and in- 
travenous doses, show conclusively that 
the glomerular filtration rate and renal 
plasma flow are not significantly altered 
by the drug. Simultaneous measure- 
ments of urine volume and sodium and 
chloride excretion showed marked in- 
creases. This evidence points more def- 
initely to a renal tubular mechanism of 
action. Similar findings have been re- 
ported previously in regard to chloro- 
flumethiazide,* and 


thiazide,* hydro- 


chlorothiazide.® 
DOSE RESPONSE CURVES OF FOUR 
THIAZIDE DERIVATIVES BY SODIUM EXCRETION 
110¢ > 


100} 


Evaluation of the duration of response 
to a single dose confirms the clinical im- 
pression that hydroflumethiazide has a 
rapid onset of action and is effective for 
ten to sixteen hours. A long-acting prep- 
aration provided an equivalent diuretic 
response, but one extending over a twen- 
ty-four-hour period. The pattern of nat- 
ruresis and diuresis observed with this 
long-acting preparation is very similar 
to that observed previously with doses 
of an earlier thiazide derivative given 
twelve hours apart.° 


CHLOROTHIAZIDE 


A vast body of literature relative to clin- 
ical applications of chlorothiazide has 
accumulated in the past two years. 
Edema, irrespective of cause, has been 
amenable, or partially so, to this drug. 
Numerous reports show favorable re- 
sults in the therapy of edema secondary 
to heart disease,*: 11.12.18 cirrhosis of the 


liver,44-16 kidney 8 


disease," 18 premen- 


strual edema,!**° toxemia of pregnan- 
cy,2!*8 and iatrogenically induced ster- 
oid edema.®:7:)1! In addition, the use of 
chlorothiazide has proved a valuable ad- 
junct in the therapy of hypertension.?+?% 

In view of the longer and more wide- 
spread usage of this agent, the literature 
contains also more frequent notice of 







Fig. IX. The dose response curves by sodi- 
um excretion are practically identical for 








3 aria bneriar | chabert chlorothiazide and flumethiazide. Natru- 
S_ eo} resis occurs with a dose of 250 mg. daily 
we and is maximal with a 2,000-mg. dose. 
as Hydrochlorothiazide and hydroflumethia- 
Shas | zide are more potent on a weight basis 
re c and have similar dose ranges of 25 mg. to 
S ao} 200 mg., except that the maximal dose of 
= hydroflumethiazide is 400 mg. daily. In 
2 terms of the maximal natrureses obtain- 
SSeS io “6 ROG” SS AS” = EEE ERS able, however, the 4 drugs are equally 
DOSE IN MILLIGRAMS potent. 
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potential hazards, side effects, and ther- 
apeutic failures. Development of a hy- 
pochloremic or hypokalemic alkalosis 
may certainly occur and needs to be 
guarded against. Potentiation of hepatic 
failure in cirrhotic patients has been re- 
ported by several observers.!4, 16,29 
Side effects have been minimal but in- 
clude dermatitis,°° gastrointestinal irri- 
tability,® and purpura.*! A lack of sig- 
nificant diuretic response has been seen 
in some congestive heart failure patients 
and not infrequently in cirrhotic pa- 
tients with ascites.5 

The dose of chlorothiazide varies from 
250 to 2,000 mg. per day, approximately 
10 times that of hydroflumethiazide. 
The maximal amount of diuresis and 
natruresis obtainable with the 2 drugs is 
about the same, however. Longer peri- 
ods of observation will be required to 
determine the relative incidence of side 
effects and therapeutic failures with the 
2 drugs.* 

Their modes of action are presumably 
similar in that both are carbonic anhy- 
drase inhibitors but act primarily by in- 
hibiting renal tubular reabsorption of 








electrolytes. Urinary electrolyte excre- 
tion differs with the 2 drugs in that 
chlorothiazide induces slightly less chlo- 
ride loss than sodium excretion. Also, 
potassium excretion after chlorothiazide 
administration maintains a fixed ratio of 
about 30 to 50 per cent of sodium loss, 
at all dose levels.* 


HYDROCHLOROTHIAZIDE 


Figure I shows the structural formula of 
hydrochlorothiazide, which differs from 
hydroflumethiazide only by the presence 
of a chloride ion in place of the trifluoro- 
methyl group. The therapeutic dose 
range of hydrochlorothiazide is 25 to 200 
mg. per day, and the drug has shown 
clinical usefulness in all of the edema 
states previously mentioned as respon- 
sive to chlorothiazide therapy.* >:*-38 
Chloride excretion exceeds sodium ex- 
cretion by 30 per cent, and potassium 
loss remains about 40 per cent of sodi- 
um loss. 

Reports of side effects to hydrochloro- 
thiazide are few, but too little time has 
elapsed since its introduction for ade- 
quate evaluation of this. We have previ- 





VARIATIONS IN ELECTROLYTE EXCRETION WITH THIAZIDE DERIVATIVES AND OTHER DIURETICS 
200, cl 
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Fig. X. The urine electrolyte excretion patterns after 6 different diuretics is shown. 
A significant difference is the degree of potassium excretion obtained with carbonic 
anhydrase inhibitors (acetazoleamide) and not present after a mercurial (meralluride) 
diuretic. Potassium excretion with the thiazide derivatives is between these two ex- 
tremes. Potency, as shown by sodium excretion is greatest for meralluride, somewhat 
less for the thiazide drug, and considerably less for acetazoleamide. Differences in 
potassium and chloride excretion with the different thiazide derivatives are discussed 


in the text. 
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ously reported some lowering of serum 


chloride 


and potassium levels after 


chronic administration of hydrochloro- 


thiazide, and, as is true of all thiazide 


derivatives, 


close 


of the drug requires 


bal- 


use 


observation of electrolyte 


ance.?5 


FLUMETHIAZIDE 


Flumethiazide differs from hydroflume- 


thiazide only in the presence of an un- 


saturated 


carbon bond in the benzene 


ring and 2 less hydrogen atoms (figure 


I). 


The therapeutic dose range of this 


drug is the same as that of chlorothia- 
zide, 250 to 2,000 mg. daily (figure IX). 
Its therapeutic efficacy in edema states 


and as an adjunct in the treatment 
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hypertension has been reported pre- 


viously by us and others.® 7 34,35 


The urinary electrolyte excretion pat- 


tern of flumethiazide is shown in figure 
X, where it is compared with that of 
other diuretics. The natruretic potency 


of 


the 4 thiazide derivatives is similar 


and close to that obtained with 2 cc. of 
intramuscular meralluride. The carbon- 


ic 


anhydrase inhibitor, acetazoleamide, 


is about 50 per cent as potent, as meas- 


ured by sodium excretion. The dif- 


ferences in potassium and chloride ex- 


cretion 


among these drugs are also 


shown in figure X. 


Hydroflumethiazide for this study was supplied 
by Bristol Laboratories as Saluron and by Squibb 
and Company. 
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ORAL ADMINISTRATION Of Elixophyllin, ‘a hydroalcoholic solution of 
theophylline, is of value in the treatment of angina pectoris, despite 
animal experiments in which the xanthines appear to increase cardiac 
work more than coronary flow. The effectiveness of Elixophyllin, as 
opposed to the ineffectiveness of previous oral preparations, is due to 
the more rapid absorption and higher blood levels promoted by the 
vehicle rather than to increase in dosage. In double-blind studies, 
anginal pain was reduced or abolished 76 per cent of the time in 30 
patients given 3 tablespoons of Elixophyllin three times a day but 
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only 35 per cent of the time when the same patients were given a place- 





bo. The characteristic anginal electrocardiographic pattern after 
standard exercise was also consistently modified by xanthine therapy. 
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Services for the growing number of 
aged persons in the population are 
a challenging factor that must be 
met in public library program plan- 
ning. Library personnel can serve 
the aging and persons working with 
older adults through special pro- 
grams, reading lists, and individual- 
ized aid in selecting reading ma- 
terial. 


Public libraries 


serve 
the aging 
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Mi ihe challenge of the lengthening 
life span has been recognized in the pub- 
lic library system as important in pro- 
gram planning. Librarians are aware 
that the elderly have needs common to 
all persons and, in addition, have some 
needs that require special attention § be- 
cause of the frailties of advancing age. 
These are met through materials and 
programs that the library offers to older 
persons in hospitals or nursing homes 
or to the homebound aged. The leisure 
time of the retired person who finds 
himself without companions of his own 
age or without interests he can afford to 
pursue is especially considered in some 
of the outstanding programs of larger 
public libraries. 


Survey of Services 


Public librarians recognize their respon- 
sibilities for not only meeting directly 
the special educational needs of the 
older individual, either singly or in 
groups, but also for helping the adult 
to prepare for his later years. Public 
libraries, as a source of information on 
all aspects of the aging process, are in 
an excellent position to stimulate, sup- 
plement, and cooperate with community 
agencies working with older persons. 
‘Since 1957, the American’ Library 
Association Office for Adult Education 
has spent considerable time studying 
public library services and activities de- 
signed to meet the needs of an aging 
population. The study was carried out 
by Miss Eleanor Phinney, executive sec- 
retary, ALA Adult Services Division and 
Association of Hospital and Institution 
Libraries, with the advice and assistance 
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of a committee of the ALA Adult Serv- 
ices Division. First, a post-card survey of 
all the public libraries in towns of 2,500 
population and over indicated the kinds 
of services libraries are providing and 
the location of programs. The next step 
was to send to 200 public libraries 
across the United States a questionnaire 
designed to discover the character and 
operation of programs and _ activities 
serving four categories of persons: the 
older person coming into the library, 
either singly or as a member of a group; 
the older shut-in; the individual profes- 
sional or volunteer who is working with 
older persons; and organizations serving 
older persons. Respondents also were 
asked to comment on the activities they 
considered to have been most effective, 
giving details as to how they came to 
undertake them, what library personnel 
were involved in the service, and ways 
in which materials were used. 

Although the 140 returns could not 
show a comprehensive picture of the 
services being offered, they did show 
some areas needing attention and gave 
background for some general conclu- 
sions. Indications were ample that li- 
brarians are concerned about giving 
service to older persons and hoped to do 
more than they were at present. Other 
librarians felt that it was not a good 
policy to place the older person in a 
separate category but that he should be 
served as a member of the adult group. 
One librarian made this comment: 
“Reading guidance is the most effective 
of these activities, and was a deliberate 
attempt on the part of the entire staff to 
put library objectives into action, in 
particular getting a specific book and a 
specific reader together—handled _ in- 
formally without undue emphasis on the 
’ Of all the serv- 
ices mentioned, guidance to the individ- 


’ 


‘Senior Citizen’ angle. 
ual patron was provided by 81 per cent 
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of respondents and was also cited most 
frequently as the most effective of the 
activities listed. 

It seemed that the next step was to 
provide an opportunity for librarians to 
learn more about some types of services 
that would assist them in carrying out 
their responsibilities and to gain a better 
understanding of some of the problems 
of the aging, including preparation for 
retirement. As preparation for the White 
House Conference on Aging announced 
for January 1961, an Institute on Li- 
brary Service to an Aging Population 
was planned and cosponsored by the 
ALA Adult Services Division and the 
Office for Adult Education to be a part 
of the American Library Association 
Conference June 22 to 26 in Washing- 
ton, D.C. The proceedings of this insti- 
tute will be available as a guide to li- 
brarians who could not attend and to 
state library agencies and _ association 
committees interested in promoting a 
knowledge of library policy and practice 
in serving the aging. 


Disseminating Information 


Wisconsin’s Library Association, in 
1956, was one of the first to establish a 
special Committee on Work with Senior 
Citizens. After proving that it had regu- 
lar and continuing work to do, it was 
made a standing committee of the asso- 
ciation in 1958. One of its projects has 
been to prepare a small folder for older 
readers that not only lists books in sev- 
eral areas of interest, such as ways to 
retirement, planning for financial secu- 
rity, health in later years, some divi- 
dends of age, and books -for reflection, 
but also suggests other public library 
services. The list was sent with an ac- 
companying letter to 70 state agencies 
and organizations that might be inter- 
ested in distributing the list to their 
members. 
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The response was startling—the Wiis- 
Retirement 
5,500 lists with its monthly 
checks. ‘The Wisconsin Board of Health 


consin Fund offered to dis- 


tribute 


asked for 500 lists, 50 of which were to 
be used in one of the first organized ac- 
tivities of its Division of Chronic Disease 
and Aging. The division has organized 
a pilot project in Brown County, where 
it hopes to demonstrate what can be 
done for bedridden elderly persons in 
nursing homes to restore them to com- 
munity life or, as much as possible, to- 
ward self-care. It is the ultimate intent 
of the division to have this program a 
community responsibility at the end of 
a satisfactory demonstration period. 

The State Department of Nurses re- 
quested that copies of the reading list be 
sent to the coordinators and directors of 
nursing schools in the state. The Asso- 
ciation of Wisconsin County Homes in- 
vited the Library Association to present 
an informative session for the benefit of 
County Home administration and key 
personnel. 

To further increase cooperation of 
state and.local agencies in the area of 
service to an aging population, the Com- 
mittee on Work with Senior Citizens is 
now planning a preconference session to 
be held in connection with the annual 
conference of the Wisconsin Library As- 
sociation on October 11, 1959. Special- 
ists on health, education, and financial 
and social security will be invited to dis- 
cuss their programs with librarians. 


Results of Services 


Dr. Howard Y. McClusky of the Univer- 
sity of Michigan spoke at the second 
Interagency Conference on Adult Edu- 
cation in Wisconsin on significant re- 
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search about adult learning and inter- 
ests. He indicated that “there is general 
agreement that age per se is no barrier 
to learning and performance.” This is 
illustrated in the results seen in some 
activities of the public library as offered 
to the older adult. 

Miss Viola Wallace, head of the Read- 
ers’ Advisory Service of the Public Li 
brary of Cincinnati and Hamilton Coun- 
the Guided Home 
Study Program*, for the person who, 


ty, has described 
for some good reason, cannot be accom- 
modated by schools or other organized 
educational institutions. Because the 
program permits individuals to start 
anywhere along the line and progress at 
their own rate of speed, it is useful to 
members of every age group and experi- 
ence. Free instruction is given by pro- 
members of the Readers’ Bu- 
reau_ staff, using books and materials 


fessional 


supplied by the library. The weekly ses- 
sions are planned to fit individual needs. 
Results depend upon that person’s in- 
centive, expectancy, and background of 
experience, Miss Wallace indicates. The 
service seems to have such high appeal 
primarily because of its privacy. 

An elderly man who had had a slight 
stroke was referred to this public library 
by another agency to which he had ap- 
plied for help in recovering from apha- 
sia. His physician felt that the man need- 
ed a more personal interest than could 
be shown him by the first agency. With 
technical background and aid froin the 
physician as to the meaning and extent 
of the aphasia, the Cincinnati librarians 
spent forty minutes to an hour a week 
with the patient depending on how 
quickly tire. When he 
began, he was not able to write the al- 
phabet in sequence without losing the 
link between brain and hand. Soon, he 


he seemed to 


Adult 


*WALLACE, V.: 
Leadership 7: 


Guided home study 
125-128, 148, 1958. 


program. 
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was not only able to write the entire 
alphabet without difficulty but was also 
able to write down letters dictated to 
him at random. 

Before his illness, the man had been 
an engineer, so the librarians used arith- 
metic as a logical method of re-creating 
the normal link between brain and hand 
and brain and tongue. Moving slowly 
from simple addition to multiplication, 
after a few months he was also able to 
read aloud a brief, 3-page biographic 
sketch. When he first began coming to 
the library for help, he was not able to 
read a newspaper paragraph without 
losing the meaning, but he is now able 
to read a simple story two or three days 
before his appointment and remember 
the major points when he comes in. With 
the gradual return of memory and re- 
call, he began using the library in other 
ways. 

Another case that Miss Wallace has 
described is of a woman in her 80s, who 
lives at a home for the aged and who 
was working on her third course of 
study in the public library’s Guided 
Home Study Program. When this wom- 
an was young, high school for girls was 
not encouraged. However, she is look- 
ing forward to several more years of 
work and is sharing her interests with 
her friends at the home. The trips to the 
public library every other week for a 
one-hour period with Miss Wallace pro- 
vide an opportunity for discussion of 
what she has been reading and what she 
was going to read in ancient or Ameri- 
can history or economics. Here was an 
opportunity to express herself about 
something that had nothing to do with 
illness or petty daily affairs. 

The Cincinnati Public Library has 
provided the answer for another older 
person. Now 78, he once headed an ad- 
vertising business. In retirement, he 
finds satisfaction in exploring the sub- 
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ject of mathematics. He points up the 
need others have had but have not un- 
derstood when he says, “It is comforting 
to bite into something solid. Entertain- 
ment is fine, but I like to feel I am using 
my mind. One gets mighty rusty just 
sitting around doing nothing.” 


Successful Programs 


Not all public libraries can embark on 
the kind of program just described, but 
there are many practical activities in 
large and small libraries across the 
United States. These activities are not 
always begun for the purpose of im- 
proving health or continuing good 
health, but, sooner or later without the 
purposeful use of time, there may be 
mental deterioration. This spring, when 
the Milwaukee Committee for Mental 
Health Week adopted the slogan, “Men- 
tal Health for Our Older People,” the 
public library issued a “Milwaukee 
Reader” (April 27 to May 3, 1959) con- 
taining a helpful list of books and pam- 
phlets related to aspects of mental 
health in the later years. 

The preparation of reading lists for 
the older person is something that al- 
most all public libraries will furnish if 
there is interest and purpose in such a 
list. Some of the lists are unusual and 
subtle enough in their content to get 
rather special attention. The Civics and 
Sociology Department of Enoch Pratt 
Free Library, Baltimore, has prepared a 
brief but very much to the point list, 
“Now They Are Grown.” Glancing 
through it, one is immediately struck 
with the collection of books and maga- 
zine articles dealing with the problems 
of middle and later years—“‘When the 
children have grown up.’’ Sidonie 
Gruenberg and Hilda Krech give some 
very pertinent suggestions in a chapter 
of their book, The Many Lives of Mod- 
ern Woman. Edith Stern and M. Rose 
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book, 


Parents, give advice to children who 


in. their You and Your Aging 
care for their aged parents in their own 
homes. The Enoch Pratt Library pre- 
pared two other reading lists, “The 
Later Years” and “Man and His Years,” 
which were used in connection with the 
Art exhibition, 
“Man and His Years,” a joint project of 


Baltimore Museum of 


various institutions and agencies at- 
tempting to show older people as vital, 
creative human beings. The New York 
Public Library and the St. Louis Public 
Library have both distributed reading 


hobby public 


libraries provide space for hobby shows 


lists of books. Some 
as well as appropriate book exhibits. 
The New York Public Library prepared 
a special reading list, “More Food for 
Thought,” for the observance of Senior 
Citizens Month, May 1959 in New York. 

The Public Library of Cincinnati and 
Hamilton County has distributed a read- 
ing list of books and magazine articles 
on “Health Problems of the Aging.” In 
1957-58, the library, in cooperation with 
the Public Health Federation, sponsored 
a series of monthly health education lec- 
tures which included general health in- 
formation and a_ special session on 
“Health Problems of the Aging.” 

In Madison, Wisconsin, the Vocational 
and Adult School 


weekly lectures on “Healthful Living in 


offered a series of 
the Later Years,” under auspices of the 
Dane County Medical Association. The 
public library prepared a reading list to 
correspond with the subjects covered in 
the lectures. Another list, “Preparing for 
through the 
Vocational and Adult School, covers the 


Retirement,” distributed 


areas of planning and attitudes, health, 
use of leisure time, where to retire, fi- 
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nancial security, and information about 
other library services. The Free Library 
of Philadelphia has done a similar list, 
“The Time of Your Life,’ books for 
retirement. The selected bibliography 
prepared by the Pasadena Public Li- 
brary is “Focus on Your Future,” with 
directed to health, welfare, 
education, and recreation. The Seattle 
Public Library has an attractive selected 
guide to reading for retirement, “Years 
of Your Own.” The Peoria Public Li- 
brary has a colorful brochure, “The 
Dividend Years,” and the Chicago Pub- 
lic Library has a very comprehensive 


attention 


guide, ‘““The Harvest Years,” planning 
for the senior citizen, which includes not 
only books and magazines but also films 
that will be useful in community educa- 
tion on this subject. Enoch Pratt Free 
Library also has an excellent bibliog- 
raphy, “The Later Years, 
films for the counselor and social worker. 


” 


books, and 


The Ferguson Library in Stamford, 
book-film 
group for senior citizens in May 1955, 


Connecticut, inaugurated a 


which continues to offer a combination 
of entertainment, information, and men- 
tal stimulation through this medium 
that seems ideally suited to the elderly. 
Members of the group have gradually 
taken over the planning and conducting 
of the programs. Once a month, a com- 
mittee plans the programs with the di- 
rector of the film department and a 
librarian from the adult department. 
Occasionally, speakers, resource person- 
nel, or discussion leaders are included 
in the programs. Members take turns 
introducing films and speakers. Fatigue, 
failing eyesight, and the reading difh- 
culties of the foreign-born make this 
group most appreciative of films with 
their sound and color. Books are always 
displayed and mentioned by the chair- 
man. 

The Boston Public Library sponsors 
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the “Never Too Late Groups for Senior 
Adults.” Here, “men and women 60 
years and over, mentally alert, who be- 
lieve it is never too late to gain new 
knowledge, to discover new interests, 
and to meet new friends” are invited to 
come to the lecture hall in the central 
library every Thursday afternoon. There 
are discussions on changing world con- 
ditions, countries and peoples, music, 
art, and literature as well as programs 
presented by members—hobby demon- 
strations, original writings, musicales, 
and book reviews. 

The Live Long and Like It Library 
Club was set up in the Cleveland Public 
Library as a program of informal adult 
education for persons over 60. In Brook- 
lyn, the Flatbush Branch is the Senior 
Citizens Center in which 3 major com- 
munity organizations cooperate—the 
Board of Education and the Department 
of Welfare worked with the public li- 
brary to set up a program that has in- 
creased in popularity since 1952. 


Cooperation with Other Organizations 


Librarians prefer to concentrate on co- 
operating with other agencies and or- 
ganizations whenever possible. The La 
Crosse, Wisconsin, Public Library and its 
services are included in the very attrac- 
tive brochure, ‘““The Good Years Ahead,” 
which was published by the local Theta 
chapter of Delta Kappa Gamma Society. 
The Free Public Library of East Orange, 
New Jersey, is an agency listed in a 
folder, “Where To Turn,” on communi- 
ty resources serving the senior citizen. 
Its service to churches helps locate older 
persons who are in need of library ma- 
terials. 

Shut-in service, though it may not 
form a big part of any library program, 
is very important. An annual grant from 
the Frederick W. and Henryett Slocum 
Fund of the Cleveland Foundation sup- 
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ports the Judd Fund Service to shut-ins, 
which is a section of their hospital and 
institutions department. The St. Paul 
Public Library gives service to persons 
who are not able to visit the library. 
Books are mailed in a carton that is 
stamped and addressed for return to the 
library. In Philadelphia, a retired per- 
son has initiated a plan by which volun- 
teers check out books for aged readers 
and return them to the library. The 
Rochester, New York, Public Library 
provides library in-service training for 
Red Cross Friendly Visitors. The train- 
ing and use of volunteers to help with 
library service to the homebound, hos- 
pitals, and institutions is an area of com- 
munity service that needs more attention. 


Large Type for Old Eyes 


Librarians are concerned with mechani- 
cal aids for the handicapped reader— 
large print books, magnifiers, page turn- 
ers, reading stands, talking book ma- 
chines, and record players. All have an 
important place in making it possible 
for the aged who have loved books to 
continue reading. 

From hospitals, nursing homes, and 
homebound oider persons comes the 
same plea over and over, “more good 
books in large type, light weight books 
to hold in tired or weak hands.” There 
is still satisfaction and personal accom- 
plishment in being able to read a book 
that suits one’s individual need, and 
nothing can ever quite replace that satis- 
faction. Frequently, it is the stimulation 
and satisfaction that create a healthy 
outlook on an otherwise dreary situation. 

Librarians are always. watching for 
books with large type that fit into the 
categories of interest most often needed 
—books of devotions and spiritual up- 
lift, good sparkling biography, novels of 
adventure, and family life and humor in 
essays, poetry, or cartoons for recrea- 
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tional reading. For those who seek in- 
formation, the areas of interest range as 
wide as the reader cultivated 
throughout his earlier life. Frequently, 
interest retirement because 
the person has more leisure for reading 


those 
widens on 


outside professional boundaries and ex- 
ploring new horizons. 


Sevcral libraries have lists of books 
such as the one Cleveland has done 
called “Easy On the Eyes.” The New 


York Public Library has an extremely 
useful list, “Easy Reading for Adults.” 
Paper-bound books that are easy to hold 
are often available in suitable titles but 
rarely in the larger print. 


Talking Books 


The Library of Congress administers a 
program to provide talking book 
and braille books for 
those who can qualify as legally blind. 
Hospitals and institutions may qualify 
to purchase a Library of Congress talk- 
ing book machine and borrow talking 


ma- 


chines, records, 


book records for their patients’ use. 
Complete information may be obtained 
from the state library agency or, if it is 
not a distributing library, the American 
Foundation for the Blind, 15 West 16th 
Street, New York 11. The Library of 
Congress, Washington, D.C., also will 
send information. 

There are two types of talking book 
machines available to all without restric- 
tion. Some libraries are experimenting 
with the Libraphone and the Califone. 
The Libraphone comes in two models, 
one for individual use and suitable for 
use in hospital wards; the other model 
may be used for either individuals or 
groups. The Califone is especially good 
for group listening and may also be used 
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as a record player. Both of these players 
have excellent tone for both recording 
and spoken records. 

The Audio Book’s “Literature for Lis- 
tening”’ lists well-known literary favor- 
ites, including the complete New Testa- 
ment in the King James version and the 
Catholic edition and the Old Testament. 
Audio records can be played on any 16 
rpm player or on a 33 1/3 rpm player 
with the use of an inexpensive adapter. 

Caedmon’s “Recordings of the Spok- 
en Word” include the author’s own re- 
cordings, classics, Biblical and religious 
recordings, and documentaries. 

Libraphone, Folkway Records, and 
Spoken Arts all make recordings that 
would be any program for 
those who have an eye difficulty but are 
able to listen. 

The Milwaukee Public Library has 
just published “Let’s Read Aloud,” a 
guide prepared in response to an in- 
creasing demand for assistance in select- 
ing books for reading aloud to the aged. 


useful in 


It also includes suggestions to those who 
are doing the reading. A local reading 
club is furnishing volunteers who will 
work under the direction of the Adult 
Services Office of the library and read to 
people in the nursing homes of the city. 


Who Are Our Readers? 


Any reader of this article may well ask, 
who reads the books on the library read- 
ing lists? It is a good question and one 
which librarians are asking themselves. 
Presently, we can hazard an answer 
(without figures to prove it) that per- 
sons who work with older adults either 
in a volunteer or professional capacity 
read the books on the lists. The person 
of middle age who feels he must be in- 
formed and prepare for his retirement 
and the relative of an older person are 
grateful users of the reading lists. The 
older reader is particularly interested in 
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certain subject areas of the general read- 
ing list—books about health and diet 
and books of inspiration and _ spiritual 
content that help to create attitudes. 

In this incomplete survey of what 
public libraries are attempting to do for 
the older adult, there have been some 
instances where the older person’s tal- 
ents in planning and participation have 
made the activities successful. Librarians 
were challenged by Miss Ollie Randall, 
vice-chairman, National Committee on 
the Aging, when she gave the opening 
address at the Adult Services Division 
Institute on Library Service to an Aging 
Population on June 22, 1959. Miss 
Randall said: 

“The resistance and reluctance of so- 
ciety to grapple with this problem of 
keeping older people functioning as first 
class citizens are grounded in old habits 
of thought about old people and old age, 


which should be discarded nowadays, 
and in the increasing complexity of so- 
cial solutions to this problem. For this 
reason efforts of those engaged in adult 
education and in library service to in- 
dividuals of all ages—while desirable 
for people who have already ‘crossed 
the bar’ of 65—are even more important 
for that group of adults who are now in 
the lower middle age groups. They need 
to be prepared mentally, emotionally, 
socially, and, hopefully, financially for 
some of the adaptations that will be re- 
quired if their survival is to mean enjoy- 
ing rather than enduring this new di- 
mension of living. Only in this manner 
will people be ready and, yes, eager, to 
find some of the very rewarding com- 
pensations that can only come at this 
‘time of life’ so often dreaded, but to- 
ward the achievement of which all of us 
strenuously strive.” 











INTERSTITIAL IMPLANTATION Of the hypophysis with yttrium®’ pellets 
may effectively reverse the acromegalic syndrome. Two pellets of Y®% 
are implanted through the transsphenoidal nasal route on either side 
on an anteroposterior axis in the parasagittal position and at dif- 
ferent depths. Total radiation of 20 to 25 mc. causes no damage to 
parasellar tissues or optic pathways. In 5 patients with Y®° implants, 
headache, sweating, polydipsia, and rachialgia disappeared; asthenia 
and polyphagia diminished; acral parts of the tongue and face de- 
creased; and disorders of carbohydrate and calcium metabolism im- 
proved. Thyroid, adrenocortical, and gonadal functions seem un- 
changed, although impotency disappeared and libido returned in one 
patient. Severe symptoms of pituitary stimulation immediately after 
operation may occur but are transitory. 

A, M. DOGLIOTTI, A, RUFFO, and G. M. MOLINATTI: Implantation of the pituitary with 
yttrium in five cases of acromegaly. Panminerva Med. 1: 15-17, 1959. 
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Beribert heart disease is not con- 
sidered a common entity in the 
United States, but a review of the 
causes of thiamine deficiency indi- 
cates that such a deficiency may be 
a factor in many elderly patients 
with cardiac disease. Two cases of 
proved beribert are presented. 


Beriberi 

heart disease 
in the 

elderly patient 


F. W. HENDERSON, M.D. 
LAKE CITY, FLORIDA 


F. W. HENDERSON is chief of the Medical 
Service, Veterans Administration Hospital, 
Lake City, Florida. 
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HM Interest in the etiology and patho- 
genesis of idiopathic heart disease!* and 
subendocardial fibrosis prevails, but 


beriberi heart disease as an entity con- 
tinues to be ignored in this country. 
With the routine use of the low-sodium 
diet, low-salt diet, as well as the reduc- 
ing diet and the recent trend away from 
plying the patients with vitamins, it 
would seem that the incidence of nutri- 
tional heart disease or beriberi heart dis- 
ease should increase. Although these fac- 
tors may play a part in the production 
of this disease, the real cause in Ameri- 
ca, however, will probably continue to 
be chronic alcoholism. Blankenhorn®:7 
has been as interested as anyone in re- 
viewing the effect of vitamin deficiencies 
on heart disease and has compiled excel- 
lent data on this condition. He and 
others have shown that the typical pic- 
ture originally described of high output 
failure, accelerated peripheral circula- 
tion, right heart failure, and so forth is 
not the most common finding. As stated 
by Benchimol,®§ the diagnosis is quite 
evident in the presence of the hyper- 
kinetic syndrome associated with pre- 
dominant right-sided heart failure, but, 
in the absence of a rapid circulation time 
and in the presence of left-sided heart 
failure, the clinical picture may resem- 
ble other types of degenerative heart dis- 
ease caused by hypertension or coronary 
sclerosis. 

The universal criteria necessary to di- 
agnose beriberi heart disease, as agreed 
upon by authors Weiss,® Alleman,'? 
Youmans,'! and Blankenhorn,® are: (1) 
history of an inadequate diet and (2) ab- 
sence of other causes of heart disease. The 
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criteria also mentioned by some of these 
authors, including a response to specific 
therapy, dependent edema, minor elec- 
trocardiographic changes, failure to re- 
spond to usual therapy, and so on do not 
appear to hold in every case of beriberi 
heart disease, since all cases do not re- 
spond to vitamin B, and many respond 
to rest, digitalis, and a low-salt diet.’ 
Dependent edema is common to other 
causes of heart failure, and major elec- 
trocardiographic changes have been re- 
ported in beriberi heart disease.!*: 1° Sim- 
ilar comments can be made for other 
criteria, such as labile pulse rate, large 
pulse pressure, absence of cyanosis, pre- 
dominant right heart failure, and other 
manifestations of vitamin deficiency. 
Chronic thiamine deficiency short of 
frank beriberi, often called subclinical 
beriberi, is the form that is most likely 
to be seen in the United States. It is dif- 
ficult to diagnose because its symptoms 
are principally subjective, consisting of 
fatigue, dizziness, headache, insomnia, 
irritability, poor powers of concentra- 
tion and memory, and personality 
changes. ‘There may also be slight indi- 
gestion, palpitations, shortness of breath, 
swelling of the ankles, sensory disturb- 
ances of the “stocking and glove” type, 
and neuritic pains of various sorts." 
Poverty, alcoholism, food faddism, 
poorly prepared foods, or specific medi- 
cal diets, such as low-sodium diets and 
certain reducing diets, may result in in- 
adequate thiamine ingestion. Gastrointes- 
tinal diseases, especially those associated 
with diarrhea, interfere with absorption 
of thiamine, and achlorhydria may re- 
sult in its inactivation. Other factors that 
may predispose to a deficiency include 
conditions that increase thiamine re- 
quirements, such as pregnancy and lac- 
tation, hyperthyroidism, malnutrition 
diseases, febrile illnesses, increased mus- 
cular activity, high carbohydrate diet, 
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and parenteral glucose. There is also 
some evidence that thiamine require- 
ments increase with age. Diuresis may 
increase the excretion rate of water sol- 
uble vitamins and thus increase the re- 
quirements." 

Conditions that interfere with the ab- 
sorption, utilization, or storage of the 
vitamins or that elevate the metabolic 
rate may perhaps double normal re- 
quirements, which vary greatly accord- 
ing to the individual.!! 


Case Reports 


Following are two case reports on re- 
cently hospitalized elderly men who 
were treated for that which was suppos- 
edly degenerative heart disease but who 
were proved by the pathologist to have 
evidence of beriberi heart disease. 

Case 1. J. W., a 63-year-old colored truck 
driver, entered the hospital because of 
increasingly severe dyspnea, edema, pal- 
pitations, and weakness. He dated the 
onset of his illness to around January 
1953, when he had attacks of epigastric 
pains plus the symptoms already men- 
tioned. By March 1953, the edema of the 
feet had progressed and involved the 
scrotum. In addition, he felt weaker, 
more nervous, and more dyspneic. Nau- 
sea and slight emesis were also present. 
His family physician gave him a diuretic 
injection and referred him to our hospi- 
tal, which he entered on March 18, 1953. 
Past medical history revealed fainting 
spells with convulsions in early child- 
hoed, a vague episode of jaundice in 
1928, no operations, and no venereal 
disease. He had worked as a waiter be- 
fore and after his army service and 
thereafter was a truck driver delivering 
fish. He smoked a package of cigarettes 
in two weeks and claimed that he drank 
little alcohol and almost none since 1950. 
His claim of light alcoholic intake was 
contradictory to his wife’s statement. 
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She claimed that he drank heavily over 
the years without eating much food and, 
when not feeling well, would exist on 
cornstarch. 

On initial hospitalization, he had a 
large heart and was in mild congestive 
failure. He had achlorhydria after he 
was given histamine. He seemed anxious 
and nervous but responded well to hos- 
pital treatment consisting of rest, digi- 
talization, sodium restriction, and diure- 
sis. 

He left the hospital with instructions 
to continue digitalis medication and a 
low-salt diet and to avoid strenuous 
exercise. 

During the intervals between his eight 
hospital admissions, the patient got along 
fairly well at home until rather sudden 
dyspnea, edema, palpitation, weakness, 
epigastric pains, nausea, and vomiting 
developed. On each occasion, he was re- 
admitted, given the usual cardiac treat- 
ment, and discharged. During most of 
these visits, his weight varied from 145 
to 160 lb., with marked weight loss after 
diuresis. His blood pressure varied from 
110 to 85 systolic and 70 to 55 diastolic, 
although it was recorded as 130/100 on 
his original admission. He was usually 
afebrile. In midsummer of 1957, he de- 
veloped gynecomastia for which he un- 
this time, he _ re- 


derwent surgery. At 


ceived brewers’ yeast and additional 


vitamin B complex. 

A uniform clinical picture was main- 
tained throughout the course of this dis- 
ease. He had continuous episodes of pain 
beneath the xiphoid process and in the 
epigastrium, which were frequent, se- 
vere, unrelated to food intake, worse on 
coughing, and most commonly present 
in the morning. He was usually nervous 
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and irritable early in the course of his 
illness, but after his cardiac status im- 
proved he seemed cooperative and cheer- 
ful. 

On his final admission, he weighed 
148 Ib. and had a temperature of 98.6° 
F. and a blood pressure of 106/80. He 
was dyspneic and quite ill. His mucous 
membranes were pale, and mild _ pufh- 
ness of the face was noted. His jugular 
veins were distended. The heart was en- 
larged to the left in the sixth interspace 
outside the midclavicular line. A grade 
II systolic apical murmur was heard, 
and his right lung base was dull to per- 
cussion. The liver area was tender, but 
neither the liver nor spleen was palpa- 
ble. Mild ankle edema was present. Ter- 
minally, there were periods of appre- 
hension, mental confusion, shouting, and 
sweating. 

Neurologic examinations were nega- 
tive until his last admission, when slug- 
gish knee and ankle reflexes and absent 
vibratory sense were noted in the legs. 
The pupils were round, equal, and re- 
acted to light and accommodation. On 
his initial hospital entry, he had feelings 
of fainting, 
ing, and these sensations were markedly 
present at the last hospitalization. He also 
had vague joint and muscle aches. Nau- 


of slight vertigo, and of fall- 


sea and vomiting coincided with periods 
of cardiac decompensation and terminal- 
ly were very severe and accompanied by 
refusal of food and much retching, 
which, in turn, aggravated the epigastric 
pain. He had moderate pleural and as- 
citic fluid, which rapidly decreased with 
therapy, and at no time did he have ex- 
tensive ascites. 

Electrocardiograms taken during his 
hospitalization showed a left ventricular 
hypertrophy and strain pattern on his 
first admission, with progression to pro- 
longed conduction time, partial atrio- 
ventricular blocks, and left bundle- 
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branch block plus premature ventricular 
contractions and abnormal P waves. 
Laboratory data showed normal blood 
sodium, potassium, chloride, cephalin 
flocculation, CO, combining power, cho- 
lesterol, bleeding and coagulation times, 
and a sterile culture of pleural fluid. His 
white blood count ranged from 2,000 to 
6,800 with a mild lymphocytosis. Urinal- 
ysis showed a persistent proteinuria. The 
sedimentation rate was 13 to 31 mm. per 
hour, and the blood urea nitrogen varied 
from 29 on his first admission to 44 on 
his last. Frequent upper gastrointestinal 
series were performed, but a hiatus her- 
nia was never discovered. Chest films 
repeatedly showed a large heart that de- 
creased in size with clinical improve- 
ment. On the fourth admission and on 
each subsequent admission, he had evi- 
dence of pleural effusion that cleared 
with treatment, except the last episode. 
Medication consisted of digitalis prepa- 
rations to full digitalization, with a 
maintenance daily dose of 0.1 gm. of the 
leaf continued at home. Diuretics and a 
low-salt diet were initially employed 
both in the hospital and home. Multiple 
vitamin capsules were given from June 
15, 1955, to July 18, 1955, and daily 
intramuscular injections of vitamin B 
complex from September 19, 1957, to 
January 3, 1958. These were then given 
three times weekly from April 7, 1958, 
until April 24, 1958. Twelve tablets of 
brewers’ yeast were given daily from 
September 11, 1957, until October 3, 
1957, and 6 tablets daily from April 7, 
1958, until April 24, 1958, and from 
July 8, 1958, until October 2, 1958. Oxy- 
gen was administered via a tent during 
all initial hospital periods and also the 
last days of his life. He received other 
medications, such as Thorazine and phe- 
nobarbital, for his nervousness and nau- 
sea and, occasionally, narcotics for pain. 
Prior to his demise, he appeared to be 
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in intractable heart failure. His excessive 
nausea and arrhythmia were thought 
possibly to be due to digitalis intoxica- 
tion, but therapy with potassium and 
withdrawal of the digitalis did not rem- 
edy the situation, although fewer pre- 
mature ventricular contractions were 
noted in the electrocardiogram. Despite 
continued supportive measures, the pa- 
tient continued to deteriorate and ex- 
pired on April 18, 1959. 

In retrospect, this patient had all the 
evidence needed to consider beriberi 
heart disease. As Greeley’! points out, a 
good history and physical examination 
are usually sufficient to indicate beriberi. 
Although he was given the B complex 
on several occasions, it was not done 
with that disease in mind. This patient 
had a history of heavy drinking and in- 
adequate food intake. The latter was duc 
not only to his alcoholism but also be- 
cause he actually had a hiatus hernia, 
which was proved at autopsy. In addi- 
tion, the thiamine deficiency was aggra- 
vated by his excessive ingestion of car- 
bohydrates (cornstarch), the low-sodium 
diet, and medical diuresis. On each hos- 
pital admission except the last, he re- 
sponded to rest, diet, vitamin supple- 
ments, and digitalization, but, upon re- 
turning to his usual way of life, conges- 
tive failure again developed. He did not 
present the typical picture of coronary 
disease with angina. He was not hyper- 
tensive, and he had no stigma of rheu- 
matic or syphilitic heart disease. His ter- 
minal illness could probably not have 
been reversed by the administration of 
large doses of thiamine, but this particu- 
lar therapy was obviously indicated. The 
pathologic findings were consistent with 
beriberi heart disease. 

Case 2. C. J. N., a 71-year-old widower, 
was admitted to the hospital on Septem- 
ber 6, 1958, because of fever and ab- 
dominal distention. The patient would 
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talk but his sister 
claimed that he had been drinking heavi- 


not voluntarily, 
ly and not eating properly for several 
weeks. No other history was available. 

Physical examination revealed a fairly 
well-developed, well-nourished, edentu- 
lous man, who appeared confused and 
ill. temperature was 101° F., pulse was 
120, and blood pressure was 100/60. 
The lungs were clear on admission, heart 
the abdo- 
men revealed no masses, although slight 


sounds seemed normal, and 
distention was present. There was no 
obvious edema. 


Laboratory studies showed pyuria, 


(7.7 gm.), blood 
urea nitrogen of 74, and a normal fast- 


leukocytosis, anemia 


ing blood sugar. His stool was negative 
for blood. A normal. 


Upper gastrointestinal series were nega- 


chest film was 
tive. A flat film of the abdomen showed 
distended bowel, suggesting the possibil- 
ity of a mesenteric thrombosis. 

He was treated conservatively, and the 
abdominal symptoms subsided. His gen- 
itourinary infection was improved with 
antibiotics, and intermittently he was 
given intravenous fluids and blood trans- 
fusions. Complications of furunculosis 
and decubitus ulcers developed, which 
improved with treatment. The patient 
remained indifferent throughout most of 
his stay and often refused all food and 
medication. He received vitamin B,. and 
multiple vitamins orally at varying in- 
tervals and seemed to improve until Jan- 
uary 1959, when sudden dyspnea devel- 
oped without chest pain. Myocardial or 
pulmonary infarction was suspected but 
could not be proved. Left ventricular 
failure developed but improved with 
digitalis and a low-salt diet. He contin- 
ued to have evidence of pyelonephritis, 
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which required constant treatment and 
which seemed to be the primary cause 
of his continued ill health. Ankle edema 
was observed after the acute episode of 
pulmonary edema and a loud, rough, 
systolic murmur was heard over the en- 
tire precordium. Subacute bacterial en- 
docarditis was considered but not spe- 
cifically investigated prior to death. The 
patient’s electrocardiogram showed a va- 
riety of changes varying from digitalis 
effect to atrioventricular nodal escape, 
with intermittent atrioventricular disso- 
ciation and auricular fibrillation. It may 
have been coincidental, but the irregu- 
larity mentioned appeared to improve 
after 5 per cent glucose in water with 
vitamin B complex was administered in- 
travenously. 

Prior to death, a chest film revealed 
an enlarged heart with evidence of con- 
gestive pneumonic changes in the right 
upper lobe and minimal basilar changes 
in the right lower lobe. The electrocardi- 
ogram showed the persistent first degree 
atrioventricular block and deformed P 
waves with left axis deviation, flattened 
T waves, and digitalis effect. 

It was believed that death was due to 
cardiac insufficiency and pyelonephritis 
plus a probable cirrhosis of the liver. 
Since the patient was uncommunicative 
during much of his hospitalization and 
confused during much more of the time, 
an adequate past history as well as a cur- 
rent history with reference to subjective 
complaints were practically impossible 
to. obtain. 

In this particular case, in addition to 
the history of alcoholism in the past 
with an apparently inadequate diet, he 
suffered from the latter even while hos- 
pitalized because he constantly refused 
food. Supplementary calories and vita- 
mins were provided but did not appear 
to improve his general condition. Actual- 
ly, his death was due to a combination 
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of factors, including pyelonephritis, de- 
cubitus ulcers, and anemia. Although 
postmortem findings were compatible 
with a nutritionally deficient heart, it 
was thought to be a contributing factor 
rather than the main cause of death. 

Since there has been less publicity re- 
cently on the need for vitamin supple- 
ments, it might be interesting to review 
just how much thiamine is in a typical 
low-sodium diet, low-salt diet, regular 
diet with no added salt, and 1,200 calo- 
rie reducing diet. In our hospital, a low- 
sodium diet (250 mg.) has only 1.17 mg. 
of thiamine for daily consumption, al- 
though it does have adequate niacin, 
riboflavin, ascorbic acid, and vitamin A. 
The low-salt diet (2 gm.) has only 1.42 
mg. of thiamine, and the regular diet 
with no added salt has 2.27 mg. of thi- 
amine. Our reducing diet of 1,200 calo- 
ries has only 1.66 mg. of thiamine. 

From the foregoing, it seems obvious 
that these diets must be supplemented if 
adequate nutrition is to be maintained 
during the treatment of heart disease in 
the elderly patient. 

The Committee on Therapeutic Nutri- 
tion of the National Research Council’s 
Food and Nutrition Board recommends 
daily supplements of 5 mg. of thiamine 
for severely diseased or injured patients 
who are not obviously depleted. When 
deficiency depletion does exist, the rec- 
ommended dose is 10 to 25 mg. of thi- 
amine daily for seven to ten days, fol- 
lowed by maintenance doses of 5 mg. 
daily through convalescence." 

Monat! suggests the following sup- 
plemental vitamins in aged cardiac pa- 
tients as a means of maintaining their 
nutrition: 100 mg. of thiamine and 30 
yg. of vitamin By» intramuscularly daily 
for twenty to thirty days or until im- 
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provement occurs. Stare,'® in his article, 
suggests giving five to ten times the rec- 
ommended dose of the Nationa! Re- 
search Council’s daily requirement fig- 
ure when treating specific deficiency, and 
Gelfand and Bellet'* advise 10 to 30 mg. 
of thiamine daily parenterally for beri- 
beri heart disease. They also advise sup- 
plementary nicotinic acid, ascorbic acid, 
and vitamin K, since these patients usu- 
ally lack these vitamins as well. In se- 
vere, cases, 50 to 100 mg. of thiamine 
may be needed. 
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geriatric 
rehabilitation 


A preliminary report 
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Physical medicine and _ rehabilita- 
tion services have not been general- 
ly available to the patient over 65 
years of age. In Illinois, the public 
assistance agency has pioneered the 
extension of restorative services to 
include the geriatric group. Initial 
results indicate that this pilot pro- 
gram has demonstrated both the 
human and economic values of such 
a philosophy. 


DALE C. LARSON is director of the Geriatrics 
Rehabilitation Program, Illinois Public 
Aid Commission. 
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Hi Artificial divisions are causing prob- 
lems in the field of rehabilitation. While 
these are a direct result of the “Topsy- 
growth” of this specialty, the early bene- 
fits of divided and specialized interests 
are rapidly becoming detriments. We 
should think now of rehabilitation as a 
service which can be of benefit to the 
individual rather than to a specific age 
group or to a narrowly limited diagnos- 
tic category. 

The development of the concept of re- 
habilitation as a dynamic application of 
all areas of medicine in concert with the 
other fields of human service is of com- 
paratively recent origin. Because of 
the impetus given this specialty during 
World War II, it has grown with the 
tacit implication that beneficiaries of 
such a program of total restoration are 
found primarily among the younger 
groups in our population. During this 
same period, however, we have added an 
impressively significant number to the 
older population. With the awakening to 
the fact of a demographic unheaval has 
come an awareness that rehabilitation 
technics can have an equally important 
application to the so-called geriatrics 
age group. 

Unfortunately, in a youth-oriented so- 
ciety, this awareness has been deterred 
by the notion that the over-65 group are 
fit candidates only for retirement, isola- 
tion, and a comfortable rocking chair. 
“Senility” has become a convenient di- 
agnostic catchall, and the nursing home 
has become a way-station on Cemetery 


Road. 
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Rehabilitation Study 


Fortunately, there have been encourag- 
ing reversals of this defeatist attitude. 
Notable are the efforts of such men as 
Drs. Frederick Zeman and the late Ed- 
ward Stieglitz. In Llinois, we have wit- 
nessed the dedicated determination of 
the medical profession working in coop- 
eration with an enlightened group of 
laymen to demonstrate the worth of re- 
habilitation to those past the fifth dec- 
ade. Of especial interest has been the 
unique development of such a program 
within a public assistance agency. With 
the cooperation of the medical profes- 
sion and the encouragement of a group 
of laymen appointed by the Governor as 
an Advisory Committee on Aging, the 
Illinois Public Aid Commission initi- 
ated, in 1956, a Geriatrics Rehabilitation 
Program. This project was dedicated to 
the principle of proving both the human 
and the economic worth of returning to 
community life recipients of Old Age 
Assistance who would otherwise require 
institutionalization in either a nursing 
home or mental hospital. 


Material and Method 


Peoria, because of its Institute of Physi- 
cal Medicine and Rehabilitation, was 
chosen as the site of the pilot effort. The 
Peoria County Medical Society assigned 
a committee of interested physicians as 
advisers to this pioneering venture, the 
Dental Society appointed a representa- 
tive, and the agency staff began a pro- 
gram of orientation aimed at developing 
community support and understanding. 
As will be shown later, these groups all 
play nearly equal roles in the achieve- 
ment and maintenance of rehabilitation 
gains. It is interesting that the demon- 
stration group selected for the initial 
phase of this research was made up of 
patients for whom the attending physi- 
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cians had indicated placement in an in- 
stitution. It was the feeling of the advi- 
sory groups that if results could be 
shown with patients in whom few physi- 
cal and emotional strengths remained, 
the values in the application of restora- 
tive methods to a less debilitated group 
would be evident. The results have been 
more than hoped for, even by the most 
unreservedly enthusiastic. 

The program is supervised by a 
technical committee advisory to the 
project. This committee has responsibil- 
ity for the final review of case material 
which includes the examination and rec- 
ommendations of the family physician, 
who retains responsibility for patient 
care during the course of treatment; an 
evaluation by the medical staff of the In- 
stitute of Physical Medicine and Re- 
habilitation; and a social history  se- 
cured by the Geriatrics Rehabilitation 
Program staff. These may be supple- 
mented by psychologic testing, addition- 
al medical consultations, a summary 
of hospital records, as well as other per- 
tinent data. 

The intensive period of treatment usu- 
ally involves hospitalization and _ treat- 
ment provided by the Institute of Physi- 
cal Medicine and Rehabilitation and 
whatever prosthetic devices and med- 
ical-surgical care may be indicated. The 
Medical Social Work Section of the In- 
stitute of Physical Medicine and Reha- 
bilitation cooperates closely with the 
Geriatrics Rehabilitation Program case 
worker during this phase in planning 
with the patient and his family for post- 
hospital living. 

The goal of the Geriatrics Rehabilita- 
tion Program is return to community 
living. This may be to the patient’s own 
home, with members of his family or to 
a board-and-room home. While employ- 
ment is not an objective, a small number 
of these patients have actually found 
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jobs, and several have been removed 
from the public assistance rolls. 
Geriatrics rehabilitation, however, is 
more than a return to the community. It 
also means a return to community life, 
that end facilities as the 
Care Plan, the Red 
Cross Volunteer Motor Corps, churches, 


and to such 


Home American 
camps, clubs, schools, and community 
agencies are utilized. As a result, long- 
unused talents in needlecraft and even 
poetry and art are rediscovered, and the 
70-year-old postfracture patient delights 
in finding that he can still master the 
dos-a-dos. 

All of these community services com- 
bine to effect the most important phase 
of this program, the maintenance of re- 
habilitation gains. The Geriatrics Reha- 
bilitation Program staff also provides a 
close and frequent follow-up. The social 
and medical condition of each patient is 
and_ reevaluations 


regularly reviewed, 


are secured whenever the need arises. 
With a lengthening life span and an in- 
creasingly older population, the rapid 
development of the concept of commu- 
nity rehabilitation services should keep 
pace. No other population group can 
point the need as well, and no other has 
been hitherto so neglected. With the pro- 
vision of such a program as has been de- 
scribed, no other group will be able to 
give back to the community its unique 


gift—the wealth of maturity. 
Results 


A preliminary study was made of the 
results achieved during the first two 
years of this program. No way has been 
found to evaluate the gains realized on 
the human side; however, they are evi- 
dent. The statistical sampling is small, 
therefore the figures are inconclusive. 
Nonetheless, certain trends are evident 
from these preliminary data which can 
be considered only as encouraging. 


406 








The cost of maintaining the 34 pa- 
tients in the study group averaged $63.19 
at the time of referral for rehabilitation. 
The current average grant for these pa- 
tients at the end of this study period was 
$39.79 per month—an actual reduction 
since referral of $23.40 per patient per 
month. Had these patients been placed 
in the county nursing home rather than 
receiving rehabilitation services, the pro- 
jected increase in cost to the public as- 
sistance agency would have been $70.65 
per patient per month. If we consider 
this total group as being salvaged from 
institutional placement, they represent 
an aggregate of 412 patient months or a 
yearly saving of $9,640.80. An earlier 
study done by the agency’s research sec- 
tion showed that recipients of public aid 
in Illinois placed in nursing homes stay 
for an average of more than seven years. 
The total savings are obvious. 

The cost of rehabilitation during the 
twenty-four months of the study period 
for these 34 patients averaged $1,185.64 
per patient. This figure includes follow- 
up, medical care, routine rechecks, and 
other medical maintenance services. Re- 
habilitation of the older patient evident- 
ly reduced the need for both long-term 
and intermittent medical care of chronic 
illness. It should be noted that close fol- 
low-up of the patient by the physician 
and the caseworker makes it possible to 
identify the incipient need for medical 
services. Prompt treatment in turn will 
be more effective and less costly. 

These findings point to the value of 
extending the rehabilitative services to 
the over-65 patient. The patients on this 
program averaged 75 years of age at the 
time of referral. Rehabilitation has made 
these years healthier and happier; at the 
same time it has reduced the cost of pub- 
lic assistance for these individuals and 
has demonstrated both the human and 
economic worth of such a venture. 
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Treatment 
of the aged 
mentally ill 


Changing attitudes 


NATHAN G. MANDEL 
MINNEAPOLIS 


Western civilization, and the Unit- 
ed States in particular, is being 
faced with the problem of increas- 
ing admission to mental hospitals 
of the aged mentally ill. To cope 
with this situation, it is imperative 
that an analysis be made of the 
sociologic, physiologic, and psycho- 
logic factors contributing to this 
phenomenon. 


NATHAN MANDEL is a research fellow in 
the Department of Psychiatry, University 
of Minnesota. 
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* Historically, the appearance of psy- 
chosis in humans after the age of 60 was 
regarded as a behavioral reaction result- 
ing from pathologic cellular changes 
usually diagnosed as senile dementia or 
chronic brain syndrome associated with 
cerebral arteriosclerosis. The finality of 
such irreparable cerebral damage fos- 
tered the attitude that persons suffering 
such behavioral manifestations were “se- 
nile’ and that the care they required 
was primarily custodial in nature with 
“a watchful waiting for death to inter- 
vene and relieve family or a public in- 
stitution of its obligation.”’! Treatment 
was palliative and primarily directed to- 
ward symptomatic relief of somatic or 
behavioral phenomena. 

This viewpoint is reflected in the stat- 
utes of the several states which provide 
for commitment of the senile aged as a 
distinct category of the mentally ill. 
Minnesota statutes define this classifica- 


‘ 


tion as “any person who is mentally ill 


due to advanced age.’’* 
Effects of Social Changes 


According to the U.S. Bureau of Cen- 
sus, Social Security Administration, and 
Institute of Life Insurance, life expect- 
ancy has been significantly on the in- 
crease. During the period of the Roman 
Empire, the average life span was 23 
years, and it is estimated that in 1960 
life expectancy will reach 75 years. The 
rapid growth in the proportion of older 
people in the population is sufficient to 
create increasing social problems requir- 
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ing major adjustments and adaptations 
in family and group life. 

Increased family mobility has led to 
displacement and separation of the aged 
from their families causing them to 
spend their later years in unfamiliar 
surroundings and among unfamiliar as- 
sociates. The changing pattern of family 
life has left the role of the aged person 
unclear—with emotional confusion result- 
ing. Growing industrialization, with re- 
tirement and employability arbitrarily 
determined by employers, has further 
obscured the aged individual’s ability to 
know his occupational role and continue 
his identity as a productive member of 
society. The enactment of old-age assist- 
ance legislation and old-age and surviv- 
ors’ insurance programs by government- 
al units in the past twenty-five years has 
been a first step in recognizing the need 
of and providing for the economic secu- 
rity of the aged. Here, however, were 
observed the negative effects of estab- 
lishing arbitrary age eligibility require- 
ments. Too often there were individuals 
under 65 years of age who met all the 
criteria of the aged but who found them- 
selves in a “no man’s land” of legal eli- 
gibility requirements which denied them 
the economic security they required. 

The aged individual suffers from “role 
refers to his fate 
when he has outlived his mode of useful- 


obsolescence,” which 


to others.* Social 
scientists recognize the importance of 


ness to himself and 
group membership as a natural pattern 
which leads to cultural identification by 
the individual. Group life is an impor- 
ant deterrent to individual deterioration 
and disorganization. Without it, the in- 
dividual is unable to identify with and 
communicate the common meanings and 
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values of his society. If he cannot know 
these meanings and values, society will 
not accept him and he assumes at best a 
marginal position. The aged, who are 
forced by pressures of accelerated mod- 
ern living to give up their usual social 
role without a clear-cut set of substitute 
meanings and values to guide their be- 
havior in their new role, experience loss 
of contact with their culture. This Emile 
Durkheim called “anomie” or ““meaning- 
lessness of life.” If the individual is un- 
able to delineate his new role and in- 
ternalize its new meanings and values, he 
may assume a functional mental illness. 
This is an adaptive way of facing his 
overwhelming inability to adjust to the 
demands of the new role which has been 
forced upon him by circumstances with 
which he cannot realistically cope.4 

If the aged individual’s life has been 
psychologically, physically, and econom- 
ically “successful,” his 
value structure does not too readily dis- 
integrate; he may still retain and enjoy 
the fruits of his experience and _ social 
role. However, when the impairment of 
sensory becomes undeniable 
and obvious to the individual himself, 
he is forced into a rearrangement of his 
mental processes and pattern of living. 


satisfying or 


functions 


Some will be unable to accept social and 
psychologic losses due to age and will 
rebel with complaining protestations, 
while others will give up completely. 
Still others will regress into a satisfying 
world of fantasy, reliving the past and 
thereby denying current reality. 

Our structure 
contributes in a large measure to further 
the aged person’s apprehensions and 
confusion. When inner assets diminish, 
the dependency of the older person on 
human ties increases. Unless support for 
this ‘forced dependency” relationship is 


social and economic 


forthcoming, social isolation and confu- 
sion, often pathologic in nature, ensue. 
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Malzberg, in a statistical review of men- 
tal disorders of later life, reported that 
85 per cent of psychoses occurring after 
the age of 60 were diagnosed as being 
due to either senile dementia cr cerebral 
arteriosclerosis, and only 7 per cent were 
diagnosed as functional psychosis. 


Existing Concepts of Mental IIlness 
in the Aged 


Critical analysis of these data raises 
doubts of the validity of existing con- 
cepts and diagnoses of this particular 
pathology. The rapidly increasing inci- 
dence of cerebral arteriosclerosis with 
psychosis in the past two decades makes 
it difficult to belicve that organic factors 
alone are responsible. According to 
Malzberg, there was one-third the likeli- 
hood of a psychosis developing in _per- 
sons aged 60 or over whose spouses were 
still living than there was among persons 
whose spouses were deceased. For persons 
living on farms or in communities of 
less than 2,500 population, the likeli- 
hood of developing psychosis was half 
that for residents of urban areas. It is 
possible that improvements in preven- 
tive medicine and surgery are extending 
the life span of persons who previously 
died of degenerative diseases, but this 
cannot be the complete answer. 

Because of the tendency to categorize 
most pathologic mental phenomena in 
persons over 60 as cerebral degenerative 
manifestations, there has been a marked 
increase in admissions to mental hospi- 
tals without intensive precommitment 
study of psychosocial factors. About 38 
per cent of persons currently admitted 
to all mental hospitals have been given a 
diagnosis of senile psychosis or cerebral 
arteriosclerosis with psychosis. This 
trend may be expected to increase con- 
siderably unless society establishes more 
effective prehospitalization procedures to 
differentiate patients whose psychotic 
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condition is psychosocial from those 
who suffer from organic conditions. 

it must be recognized that the increas- 
ing rate of admission of older persons to 
mental hospitals is a sociological prob- 
lem faced by western civilization. Socie- 
ty must outdated 
ment laws and legal codes under which 
custodial geriatric hospitals and institu- 
tions operate. It is necessary to differen- 
tiate more effectively between the aged 
patients who require enforced institu- 


re-examine commit- 


tional care and those whose needs are 
mainly for guidance, home services, or 
infirmary care. 

Prior to hospitalization, several levels 
of community service should be con- 
sidered: information, counseling, and 
screening services; living and _ institu- 
tional facilities with an appropriate de- 
gree of protection; supervision and ther- 
apy; opportunities for occupational and 
recreational activities which will enable 
the older person to perform a continu- 
ing active and useful role in the com- 
munity; diagnosis, treatment, rehabilita- 
tive services to prevent and arrest the 
deterioration process and, if possible, 
raise the individual’s capacity for self- 
care; mental hospital admission proce- 
dures which safeguard the individual’s 
rights and insure his placement in a 
facility best meeting his requirements; 
and _ close rela- 
tives, community agencies, and resources 


collaboration between 


in discharge plans. 


Geriatric Population of Mental Hospitals 


It is important to describe the geriatric 
population of mental hospitals in order 
to understand the approaches that are 
possible, not only in a preventive pro- 
gram but also in a rehabilitative pro- 
gram for the hospitalized geriatric pa- 
tient. It is this latter group upon which 
this paper will henceforth concentrate. 

A research project concerning prob- 
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lems of prognosis for geriatric patients 
in the Fergus Falls State Hospital of 
Minnesota described the hospitalized 
population in 1954.6 This descriptive 
summary gives data comparable to the 
over-all population statistics applying to 
all Minnesota mental hospitals that are 
contained in the 1956-1957 report. 

On the basis of these two sources of 
data, the typical patient in the geriatric 
mental hospital ward may be described 
as 72 years of age. He was committed 
with a diagnosis of chronic brain syn- 


drome (senile) at 56 years of age and 
has been hospitalized fifteen years. He is 
unmarried, not physically handicapped, 
and has an education of from 5 to 7 
grades. Occupationally, he is unskilled, 
little if 


any treatment other than custodial and 


native born, and has received 
physical care. This generalization sug- 
gests the validity of the previously pre- 
sented hypothesis—that many patients in 
mental hospitals are there because of 
psychosocial factors. They had appar- 
ently made marginal adaptations to life 
and were subsequently relegated to cus- 
todial hospital care because of inability 
to adapt to “forced dependency” and 


“role obsolescence.” 


Noncustodial Care 


At Minnesota Hastings State Hospital, 
an extensive review by clinical criteria 
was made during the past three years in 
an attempt to plan for those geriatric 
patients who might return to their com- 
munities. Criteria were established for 
three categories of patients: those suita- 
ble for nursing home care, those adapta- 
ble to congregate living programs, and 
those who could again make adjust- 


ments to their own or foster family situ- 
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ations. The category of placement was 
dependent upon the patients’ ratings rel- 
ative to the factors shown in the table. 
the table that a 


nursing home with maximum. supervi- 


It is obvious from 


medical care is a custodial 


placement and represents, in the main, 


sion and 
another institutional form of care. Be- 
cause it is a part of the patient’s “outer” 
community, however, it represents a less 
ego-destructive placement for the indi- 
vidual who is aged and infirm than does 
the mental hospital. There is thus an 
acknowledgment that the patient is still 
part of the community, and this puts 
him into closer proximity to others with 
a common and comparable life situa- 
tion. It again opens up an avenue of 
definition and communication of mean- 
ings and values in a subgroup of the 
society with which he can identify. The 
same is true of congregate home place- 
ments, such as homes for the aged and 
multiple boarding homes. 

The most exciting trend, however, is 
toward return of the patient to his own 
family or to a substitute or foster family 
care environment. It is also the most dif- 
ficult plan, since the family must be will- 
ing and able to again patiently impart 
the meanings and values of the culture 
which were lost or diminished prior to 
and during the patient’s hospitalization. 
Before this is possible, both the patient 
and his family need to be reoriented to 
a new intrafamilial pattern which will 
enable the aged person to regain his lost 
status. This is often most difficult, with 
resistances which often appear insur- 
mountable on both sides. Careful pre- 
discharge planning with family and pa- 
tient offers an opportunity for reassur- 
ance to both. During 1953-1954, 64 pa- 
tients 65 years of age and over were 
discharged from the Hastings State Hos- 
pital; whereas in 1955-1956, 113 were 
discharged, and in 1956-1957 the total 
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Categories of Placement Factors 


Used in Rating Patients 


Category 


Ambulatory 


Physically improved 


Mentally improved 


Self-care 


Gets along with others 


Forms relationships 


Non-acting-out behavior 





F—fully; 


rose to 219—an increase of 342 per cent. 
This cannot be attributed to improved 
medical care alone. 

There are many indications that care- 
ful evaluation of the provisions for the 
psychosocial needs of the aged makes it 
possible to reintegrate them into the 
original community, and that hospitaliza- 
tion of a large segment of this group 
could initially have been prevented. Less 
than 5 per cent of patients placed in com- 
munity facilities returned to the hospital 
because they were unable to adjust. By 
contrast, during 1956-1957, the readmis- 
sion rate was 30.4 per cent. 

The major problem in the placement 
of the aged who are to be returned to 
their communities is the dependency 
role that they assume and cling to in the 
hospital. They have often found the as- 
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Nursing 
Home 











Congregate Family 
Home Care 
F F 
P P F 
P P F 
P F 
F F 
P F 
P F | F 


P—partially. 


sumption of this role easy to internalize 
because, in a measure, it represents a 
form of security not found in the com- 
munity. This protective environment 
makes them reject the idea of returning 
to the community that failed to satisfy 
their past dependency and which also 
rejected them. The prospect of learning 
a new role is often so threatening that, 
when placement is considered, they fre- 
quently regress to a psychotic defense 
against what they feel is rejection by the 
hospital. Much remains to be done in re- 
education of these patients. In this proc- 
ess, a careful study of their needs, feel- 
ings, and concerns is essential. 

Planning for a Comprehensive Program 

In many areas of the nation there has 


been increasing but sporadic planning 
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for a comprehensive program for the 
aging. The problem concerns sociolo- 
gists and economists; psychologists and 
psychiatrists; social workers and health 
workers; researchers in all areas of liv- 
and _ local 


federal, state, 


ments as well as industry; and every 


ing; govern- 
family unit in the nation. If there is to 
be a well-integrated comprehensive ap- 
proach to the problem of aging, there 
must be more precise study of the prob- 
lem in its many ramifications. 

many other 
states, has taken legal definitive action 


Minnesota, as well as 
in placing the responsibility for the re- 
integration of the hospitalized aged. The 
attorney general’s opinion in Mental 
Health Rule No. 1 of May 1956 places 
the responsibility for provision of food, 
clothing, shelter, and medical services to 
all discharged patients upon the local 
community through the aegis of the 
county welfare board. This approach 
has resulted in an effective program 
of prehospital management and care, 
emerging from the recognition that aged 
patients “can come back.” 


Summary 


A marked trend toward empirical and 
classical research in problems of aging 
is emerging in the United States. This 
will undoubtedly affect the attitudes to- 
ward hospitalization of geriatric patients 
based solely on the arbitrary diagnosis 
of senile dementia or chronic brain syn- 
drome with cerebral arteriosclerosis as- 
sociated with psychosis. Families are be- 
coming more sophisticated in their view 
of the aged member who becomes a 
problem. With this increased sophistica- 
tion, they are increasingly utilizing the 
resources of the community in treating 





and planning for “senior” members. 
Courts and other agencies are increas- 
ingly concerned with the treatment and 
care of the aged. They are less prone to 
“eject” from the community those who 
exhibit the confused “anomie of aging,” 
because of the disorganization resulting 
from the loss of their social role. 

The paucity of research in the field of 
aging represents a social lag for which 
many of society’s “senior citizens” have 
paid the price of often unnecessary hos- 
pitalization or hospitalization beyond 
the period of need. 

One might hypothesize that there is a 
direct relationship between the length 
of necessary hospitalization and the in- 
tensity of physical and_ psychosocial 
evaluation of the aged who manifest 
maladaptive behavior to society. This 
might be carried further as the hypoth- 
esis: as more intensive and complete eval- 
uation of the physical and psychosocial 
requirements of the elderly becomes a 
matter of practice, the need for hospital- 
ization of the aged will directly diminish. 
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CURRENT COMMENT 


Eminent Geriatricians Honored by 


HB Perhaps it is indicative of the future 
trend of medical practice that, of the ten 
great American contributors to current 
significant medical advance who were 
honored by the 1960 Modern Medicine 
Awards, three represent some 
phase of geriatrics. All those who are 
interested in this widely expanding field 
will join in extending congratulations to 
Walter L. Bierring, Irving S. Cooper, 
and Nathan W. Shock for the well-de- 
served recognition of their great achieve- 
ments in furthering medical knowledge 
that may well be applied to the manage- 


should 


ment of aging. 

Walter L. Bierring is director of the 
Iowa Health Department Division of 
Gerontology, Heart and Chronic Dis- 
ease at Des Moines, Iowa; Irving S. 
Cooper is director of the Institute of 
Neuromuscular Diseases, New York Uni- 
versity, Bellevue Medical Center, New 
York City; and Nathan W. Shock is 
physiologist at the City Hospitals, Balti- 
more, Maryland. 

Walter Bierring was honored for his 
lifelong encouragement of the best kind 
of ideals and standards in public health, 
in medical 
practice. He is to be particularly saluted 


licensure, and in medical 
for the magnificent example he _ has 
given to the encouragement of young 


men in medicine to do their best, and 
also for his direct public service in the 
capable administration of an important 
program in gerontology. His personal 
example of over 90 years of good and 
wise living is an inspiration to all who 
know him. 






GERIATRICS, MAY 1960 


Modern Medicine 


Irving Cooper received the award for 
his development of stereotaxic surgical 
procedures for parkinsonism and for the 
application of this technic to the manage- 
ment of tremor and rigidity. He is to be 
saluted as a young man who has already 
contributed—with extraordinary success 
—to the solution of one of the most dif- 
ficult diseases of old age. In him we may 
place high hopes for future valuable ac- 
complishments in the surgical manage- 
ment of other neurologic conditions that 
afflict older people. 

It was for his investigations of the 
physiology of growth and aging and 
for his unique and thorough indexing of 
gerontologic literature, that Nathan 
Shock was honored by Modern Medi- 
cine. Now at the high plateau of his bril- 
liant career, we salute him for what he 
has done in establishing the sound foun- 
dation for geriatrics in such a compre- 
hensive indexing of its literature, and 
for his broad program of getting the 
essential factual data on the functional 
capacities and norms and abilities of old 
people. He it was who organized and 
conducted so well the symposium on 
aging which featured the Chicago meet- 
ing of the American Association for the 
Advancement of Science at the end of 
1959. 

It is encouraging to realize that men 
of the caliber of Walter Bierring, Irving 
Cooper, and Nathan Shock are doing so 
much to make geriatrics a_ significant 
part of modern American medical prac- 
tice. 

CHAUNCEY D. LEAKE 
The Ohio State University, Columbus 
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WALTER L. BIERRING 


. devoted to highest 

standards in public health, 

medical licensure 
Mi “Older people shouldn't be retired if 
they can keep active,” Dr. Walter Law- 
rence Bierring of Des Moines declared 
recently. ““The rocking chair isn’t the 
answer to problems of aging.” 

In that observation, made at a party 
honoring his ninety-first birthday anni- 
versary, Dr. Bierring was speaking from 
experience. In 1933, when he reached 
the usual retirement age, he was ap- 
pointed Iowa state health commissioner. 

When he completed that service in 
1953, 


pointed out, had crammed enough ac- 


Dr. Bierring, as one colleague 
complishments into his career to make 3 
lifetimes rewarding. And, he suggested, 
Dr. Bierring had really had 3 careers— 
as medical teacher, as internist, and as 
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health commissioner, each for a period 
of twenty years. 

But rather than slow down, Dr. Bier- 
ring plunged into a fourth career. He 
organized, and still is head of, the Iowa 
Health Department Division of Geron- 
tology, Heart and Chronic Disease. 

At the same time, he began organizing 
the examining board for aviation medi- 
cine. He also remains secretary-treasur- 
er and editor of the monthly bulletin of 
the Federation of State Medical Boards, 
a post he’s held since 1914. 

One of his major interests has been 
medical licensure. In 1916 he was ap- 
pointed to the National Board of Medi- 
cal Examiners and served twenty-eight 
years. 

Among the honors bestowed on him 
have been the American Medical Associa- 
tion’s distinguished service medal. He 
also has been president of the AMA, the 
Iowa Medical Society, two county socie- 
ties, and Alpha Omega Alpha and chair- 
man of the American Board of Internal 
Medicine. 

After completing his medical training 
at the State University of Iowa, Dr. Bier- 
ring studied in European centers. While 
studying bacteriology under Louis Pas- 
teur in Paris, Dr. Bierring heard the 
famed investigator make an observation 
that applied significantly to most of the 
Iowa doctor’s subsequent achievements: 
“Chance comes only to the mind that is 
prepared.” 

Dr. Bierring’s right foot was crushed 
by a freight train when he was a 14- 
year-old newspaper carrier in Daven- 
port. Eventually the leg was amputated 
above the knee. His handicap served as a 
spur to make up for what he had lost. 
Years later a friend pointed to the arti- 
ficial leg and asked Dr. Bierring: “What 
would you have done with two legs?” 

“T wouldn’t have done as well,’ was 
the reply. 


GERIATRICS, MAY 19€0 




















IRVING S. COOPER 


... surgical management 
of tremor and rigidity 


Hi For eight years, Dr. Irving S. Coop- 
er, 37, has been almost totally absorbed 
in a single task: developing, testing, im- 
proving, and evaluating surgical proce- 
dures for the relief of parkinsonism. 
Results of some 1,200 operations show 
that parkinsonism no longer is a hope- 
less, progressive, incurable disease. Dr. 
Cooper now is turning his attention to 
new challenges: dystonia musculorum 
deformans, choreoathetosis, and other 
disabling movement disorders. The first 
step was adaptation of his basic proce- 
dure—chemopallidectomy or chemothal- 
amectomy—for relief of intention trem- 
or in multiple sclerosis and other cere- 
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bellar conditions. The thalamus now is 
the target of his attack. 

Dr. Cooper entered the neurosurgery 
field during navy service during 1946- 
48, soon after graduation from George 
Washington Medical School. Specialty 
training followed in U.S. Naval hospi- 
tals at St. Albans, N.Y., and Oak Knoll, 
Calif., and at the Mayo Foundation of 
the University of Minnesota. He now is 
director of the Institute of Neuromuscu- 
lar Diseases and professor of research 
surgery at New York University—Belle- 
vue Medical Center. He also is director 
of the neurosurgery department at St. 
Barnabas Hospital in the Bronx, once 
known as the Home for Incurables. 

There are 8 neurosurgical residents in 
training under Dr. Cooper. Through 
colleagues and associates, his technics 
are gaining world-wide use. 

“I believe early chemothalamectomy 
and chemopallidectomy to be the treat- 
ment of choice in many cases of parkin- 
sonism,” he points out. 
Selection of cases, with complete 
work-up including psychologic and mo- 
crucial. Pa- 
tients with disabilities more severe than 


tor coordination tests, is 
simple trembling and rigidity are not as 
greatly benefited, nor are those with or- 
ganic mental deterioration. About 75°%, 
of his patients are under the age of 60. 
But those over 65 who otherwise are op- 
erable should receive surgery early, he 
believes, because rehabilitation is more 
difficult with advancing age. 

*‘Early is the key word,” he comments. 
“Operation should be done, if possible, 
while the disease is still unilateral.” 

But Dr. Cooper stresses that good 
medical management by a really inter- 
ested physician should be attempted 
first. If that fails, then surgery should 
be considered, especially if the patient’s 
job is threatened or if he feels he cannot 
live with the illness. 





NATHAN W. SHOCK 


. physiology of 
growth and aging 

HB Physiology, biochemistry, and_ psy- 
chology were combined uniquely by Dr. 
Nathan W. Shock for his Ph.D. thesis at 
the University of Chicago. The same dis- 
ciplines continue to undergird his colos- 
sal research at Baltimore City Hospitals 
concerning the process of aging. 

Beginning with a study of the chemis- 
try of growth in babies at the University 
of Chicago, Dr. Shock delved into the 
physiology of adolescent children at the 
University of California, Berkeley. Then 
he skipped across the continent to take 
charge of a study of aging in Baltimore. 

“T didn’t know a thing about aging,” 
he confesses, “but nobody else seemed 
to know much either, and I figured I 
could find out at least something about 
it.” 
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He put together a laboratory at City 
Hospitals and started work. But within 
two months came Pearl Harbor, and in- 
vestigations were directed toward the 
effort—mostly in nutrition. At 
war’s end, full attention was turned to 


war 


characterizing the physiologic capacities 
of old people—organ systems, cardiac 
output, nerve conduction, lung function, 
basal metabolism. Certain physiologic 
constants were apparent. 

“We found that certain detriments in 
function begin to appear in the average 
healthy person at about the age of 35 
and that the decline continues for the 
rest of life. We found that the ability of 
the kidneys to excrete is only about half 
as great in a 90-year-old as in a 30-year- 
old. We discovered, too, that the basal 
metabolism of the body goes down pro- 
with per 
functioning tissue, but because of the ac- 


gressively age—not unit ol 
tual loss of functioning tissue. Certain 
cells in tissues die and drop out as peo- 
ple grow older. The 80-year-old has less 
tissue to be supported than does the 30- 
year-old.” 

Dr. Shock’s staff 
probably 10 or 15 more will be added 


now totals 60, and 


during the coming year as the scope of 
investigation of cell nature and function 
expands. 

Volunteers for the human aging proj- 
ect are seen every eighteen months for 
complete physiologic and psychologic as- 
sessment. They will continue to report 
for the remainder of their lives. Changes 
and illnesses will be correlated with all 
other influences, including education 
and economic status. 

“As a scientist, I am reluctant to say 
that we are seeking causative factors in 
the aging process,” Dr. Shock explains. 
“But that’s what we are doing. And if 
causes can be found, the way is open for 
possible development of measures to 
slow down the process.” 
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The very important 
subject of aging 
in the nervous system 


MM It is sad that we know so little about 
the process of aging in our tissues, and 
especially in the nervous system. The 
brain is the part of the body which often 
dies first and then drags down with it 
the whole organism. Because of the 
great interest gerontologists have in this 
problem, many should read the volume 
just published, The Process of Aging in 
the Nervous System, by 32 contributors, 
edited by James E. Birren, Ph.D., Henry 
Imus, Ph.D., and William F. Windle, 
Ph.D., Sc.D., published by Charles C 
Thomas, Springfield, Ilinois. The book 
contains the papers given at a confer- 
ence sponsored by the National Council 
of Neurological Diseases and Blindness. 

Some of America’s leading authorities 
in several fields of neurologic research 
spoke and there were several round- 
table discussions. As I go through the 
book, I am impressed to see how little is 
known. In field after field, the experts 
admit that they are making just a begin- 
ning. As Dr. Cowdry said in the first 
chapter, one of the first big problems is 
to study the amount of fluid in nervous 
tissues. Naturally, one must study the 
blood supply and the lymphatic drain- 
age of nervous tissues; and one must 
study the several cellular invaders, such 
as the fibroblasts. Important, also, is the 
analysis of the tissue fluids for compo- 
nents, such as calcium and other ele- 
ments. 

Efforts are being made to study the 
death of cells in the nervous system. 
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Some of the speakers spoke of the pig- 
ments which, in our later years, are de- 
posited in our nervous system. What 
relation do these pigments have to 
aging? With age, there is an accumula- 
tion of lipofuscin in the nervous tissue. 
As yet, we don’t know what this means. 
Dr. Harry H. Wilcox discussed the en- 
trance of the Purkinje cells into the 
nervous system and what this may mean. 
Efforts are now being made to study the 
components of the nervous system with 
the electron microscope, but the inter- 
pretation of the pictures obtained is still 
difficult. Dr. William F. Windle has stud- 
ied the regeneration of nervous cells in 
relation to the process of aging. 

Another way of tackling the problem 
is through the chemistry of the nervous 
system, and there is a paper on this by 
Dr. Louis B. Flexner. Dr. Albert I. 
Lansing discussed the cellular physiol- 
ogy of nervous tissue in relation to the 
process of aging. With aging, there ap- 
pear more mitochondria and more vesi- 
cles which fuse to form larger intracel- 
lular elements. 

At the end of one of the round-table 
discussions, Dr. Birren said that he 
wasn’t sure even that the nervous sys- 
tem ages! When one sees a man like 
Dr. Elliott Joslin who, at 90, is just as 
active and wide-awake and keen as he 
ever was, it becomes obvious that the 
brain does not have to age steadily. I 
had dinner with Dr. Rudolf Matas on 
his ninety-first birthday, and it seemed 
to me that he, too, was then as keen and 
wide-awake as he ever was! At that time, 
he was dictating the history of medicine 
in Louisiana to two secretaries. But, in 
the next few years, he became practical- 
ly blind and mentally confused. Just 
how much his prostatic lesion had to do 
with pulling him down, I do not know. 

Very interesting is chapter 10 on the 
circulation and metabolism of the brain 
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in relation to the process of aging. Louis 
Sokoloff presented a number of graphs 
which indicate that, with advancing age, 
there is generally a decrease in cerebral 
blood flow and metabolic rate and an 
the 
brain. It is hard to say how much of 


increase in vascular resistance in 
this is due to age and how much to dis- 
ease. As Sokoloff says, there are many 
aged persons, still hard at work, who 
don’t show any appreciable alteration in 
cerebral circulatory and metabolic func- 
tions. 

Interesting is chapter 12 on sensation, 
perception, and modification of behavior 
in relation to the process of aging. Dr. 
age 
brings changes in the integration of 


Birren concluded that advancing 


complex skills. And this suggests that 
important changes have taken place in 
the properties of the nervous system. We 


Distress at sudden retirement 


MB in a recent article (J.A.M.A.: 170, 
1677, 1959), Mr. Claus of the telephone 
company is quoted as having said that, 
when a man retires, “it is not enough to 
give him a going-away party, a pension, 
a pat on the back, and best wishes for a 
long and happy life.” He needs to feel 
that he isn’t going to be cut off entirely 
from the people with whom he spent a 
large part of his life. This is so true, 
and, of late, our practices in this regard 
have been so distressing to many men. 
It is so hard on a business man to realize 
that, all of a sudden, he no longer has 
anything to do with the company which 
he may have built up from small begin- 
nings to a great institution. It is distress- 
ing to feel that never again will the 
growing pains of this company be dis- 
cussed with him. Recently, a former top 
executive who had helped to strengthen a 
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know that the behavior of animals and 
men changes with age. Physiologists can 
show, in older persons, differences in the 
several functions of the nervous system. 
There is a slowing of reaction times, and 
there is a suggestion of a change in ex- 
citability. The older nervous system 
seems to require additional time in 
which to integrate, or to perceive, the 
information coming from outside. It is 
hard to show the coming of some of 
these changes in older persons, perhaps 
because they don’t have to extend them- 
selves every day in their jobs. 

Chapter 13 by Dr. Lewis D. Stevenson 
contains an interesting discussion of the 
psychosis that comes with cerebral ar- 
teriosclerosis and rarely with paralysis 
agitans. Abner Wolf discussed clinical 
neuropathology in relation to the proc- 
ess of aging. 

WALTER C. ALVAREZ, M.D. 


great organization was telling me that, 
when he was retired, the president of 
the company said, “Now get into your 
head the feeling that you never were 
connected with this outfit and that today 
you have no interests or rights in the 
place.” 

It does seem as if such extreme dis- 
courtesy were unnecessary. Why could 
not some way be found of making the 
that his old still 
liked and respected him and perhaps oc- 


man feel associates 
casionally would like to get his sugges- 
tions about some big problem. ‘Today, 
some companies keep sending the man 
monthly reports on what is going on in 
the firm. Some companies are even keep- 
ing on their rolls their most efficient ex- 
ecutives, even if they are over 65. Usual- 
ly, such men step out of executive posi- 
tions and become advisers. 

WALTER C. ALVAREZ, M.D. 
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GENERAL INFORMATION 


The Fifth Congress of the International Associa- 


tion will be held in San Francisco, California, 
in the United States of America, August 7 to 
12, 1960. All sessions of the Congress will be 
held at the San Francisco Civic Auditorium. 


Membership in the Congress 


Membership in the Congress will be open to 
all members of the national societies affiliated 
with the International Association of Geron- 
tology as well as to professional and lay persons 
interested in gerontologic problems and _re- 
search. 

Full membership in the Congress will entitle 
the members to attend all of the scientific and 
plenary 
participate in visits to institutions and centers of 
gerontologic interest and the social activities of 
the Congress and to receive a copy of the Pro- 


sessions and symposia as well as to 


ceedings. 

Associate members will be entitled to partici- 
pate in the visits and in the social activities of 
the Congress. 


Official language 


The official 
English. 


language of the Congress will be 


Membership fees 
The full membership fee will be $25 U.S. if 
paid prior to June 15, 1960. Subsequent to that 
date, the full membership fee will be $30 U.S. 
The associate membership fee will be $15 
U.S. if paid prior to June 15, 1960. Subsequent 
to that date, the fee for associate membership 
will be $20 U.S. 
Payment of all membership fees should be 
made by money orders or bank drafts. They 





should be made to the Fifth International Con- 
gress of Gerontology and sent to: 
Louis Kuplan, President, 
Fifth International Congress of Gerontology, 
P.O. Box 2103, 
Sacramento 10, California, U.S.A. 


Hotel accommodations 

Each Congress member will be expected to make 
his own hotel bookings directly or through his 
travel agent or airline. Since San Fran- 
cisco attracts many summer visitors, it is recom- 
mended that the hotel bookings be made im- 
mediately. When writing for reservations, mem- 
should inform the hotel that they are 
coming for the Congress. This will ensure ac- 
commodations for which general arrangements 
have been made with the hotels. 


own 


bers 


Submission of papers for the program 

Since the basic purpose of the Association is to 
promote the discovery, development, and dis- 
semination of systematic knowledge concerning 
the aging process and the aging individual as 
well as social changes and adaptations brought 
about by aging populations, all papers submitted 
should represent reports of original research in 
the field or systematic evaluations of operating 
programs. Papers which merely describe pro- 
grams or practices do not meet these criteria. 
Papers should be of such quality that they would 
be acceptable for the program of any profession- 
al or scientific society. 

Abstracts of the papers to be presented at the 
Fifth International Congress must not exceed 
250 words in length, should be typewritten in 
English and double-spaced, with ample margins 
on all sides. No tabular material shall be in- 
cluded in the abstracts. Four copies of each 
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Nyhavn, 38, Copenhagen, K., Denmark 
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HENNING FRIIS 
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Nyhavn, 38, Copenhagen, K., Denmark 
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abstract should. be submitted at once to the 
appropriate section of the Congress as indicated 
below. European authors will submit their 
abstracts to the appropriate section as set forth 
on the previous page. 


Visits and social functions 


Official visits will be organized to centers of 


gerontologic research, universities, hospitals, in- 
stitutions for the aged, senior citizen activity 
centers, and similar centers of interest to those 
concerned with all aspects of gerontology. 
Plans are under way for a number of social 
functions for members of the Congress. 


Religious services 

Within the central area of San Francisco and 
close to Congress headquarters, members of the 
Congress will be able to participate in the 
services of many religions and religious denomi- 
nations. Directly opposite the California Masonic 
Memorial Temple is Grace Protestant Episcopal 
Cathedral. 

Through the kindness of The Most Reverend 
John J. Mitty, Archbishop of the Roman 
Catholic Archdiocese of San Francisco, a special 
mass for members of the Congress will be held at 
10:00 A.M. on Sunday, August 7, 1960. The mass 
will be held at the historic Mission Dolores 
which played a major role in the founding of 
San Francisco by Spanish explorers, among whom 
were the Franciscan Fathers, and the subsequent 
growth and development of the city. 


San Francisco 

San Francisco is one of the few American cities 
which can rightfully claim to be cosmopolitan. 
It never fails to intrigue visitors from other 
lands. Its setting is incomparable as one of the 
most beautiful in America. It is built on a pen- 
insula with the Pacific Ocean on the West, the 


Golden Gate on the North, and huge San 
Francisco Bay on the East. The city itself is 
built on hills which sweep down to the Bay and 
the ocean, and all around are mountains rim- 
ming the area. San Francisco is not only a major 
commercial center, it is also a cultural center 
of considerable stature with traditional con- 
cern with the arts, the theatre, music, opera, 
and the like. 

Indications of the cosmopolitan nature of San 
Francisco are found in its 24 foreign language 
newspapers written in Chinese, Yugoslavian, 
Danish, French, German, Greek, Hungarian, 
Italian, Japanese, Russian, and Swedish and in 
its restaurants, which are world-famous for 
great variety and excellence. 

Scenically, San Francisco is breathtaking with 
beautiful views from many vantage spots. With 
in very short distances are fine parks, lakes, 
groves of redwood trees, mountains, and rivers. 
The variety is almost infinite. 


San Francisco climate 

Because San Francisco is visited constantly by 
the trade winds, the month of August rarely 
brings high summer temperatures. On the con- 
trary, high ocean fogs roll over the city by 
evening and stay until mid-morning, providing 
San Francisco with natural air conditioning 
which most visitors find delightfully stimulating. 
Lightweight summer clothes are not generally 
worn in San Francisco, and women, who are 
known for their chic, favor suits for daytime 
wear. It is recommended that members of the 
Congress bring with them topcoats and wraps 
for evening wear. The average August tempera- 
ture in San Francisco is 59° with an average high 
of 65 and an average low of 56. It seldom rains 
in San Francisco during the summer months— 
the average August rainfall is .01 in. 
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Transportation 


San Francisco is the western terminus for two 


major transcontinental railroads, the Western 
Pacific and the Southern Pacific lines. From 
New York, a number of airlines serve San 


Francisco. Among these are American Airlines, 


rrans World 
Pan American 
Francisco from South 


Airlines, and United Airlines. 
Airlines provide service to San 
America, the Pacific Basin, 
and Europe. Other airlines serving San Fran- 
Europe either via New York o1 
polar routes and from the Orient are BOAC, 
Japan Airlines, Pan American Airlines, and 
Quantas. SAS flies the polar route to Los An- 


cisco from 


geles, whence there are frequent flights of an 
American 
Airlines, 
been 


Francisco via 
Airlines, United 
Information has 


hour’s duration to San 
Airlines, Trans World 
and Western Airlines. 





received that travelers from abroad will be able 
to make certain stopovers in the United States 
without extra cost. Arrangements should be 
made with the airline when passage is booked. 


Exhibits 

The convention hall has extensive facilities for 
exhibits. Congress members will find many 
scientific, library, and commercial exhibits of 
interest to them. 


Other information 

Additional information about the Congress not 
included in the foregoing may be obtained by 
writing to: 

Louis Kuplan, President, 
Fifth International Congress of Gerontology, 
P.O. Box 2103, 
Sacramento 10, California, U.S.A. 


PRELIMINARY PROGRAM 


SUNDAY, AUGUST 7 


From 9:00 A.M.—Registration of Congress members 
in the foyer of the Civic Auditcrium 


2:00 P.M. 
Congress 


7:30 P.M. to 9:30 P.M.—General symposium, “Ap- 
praisal of Approaches to Aging’ (arranged by the 
Sections on Social Welfare and Psychology-Social 
Science) 


to 4:00 P.M.—Official opening of the 


MONDAY, AUGUST 8 
From 8:00 A.M 


9:00 A.M. to 11:00 A.M.—General symposium, 
“Meaningful Use of Free Time” (arranged by the 
Sections on Psychology-Social Science and Social 
Welfare) 


-Registration of Congress members 


11:00 A.M. to 2:00 P.M 


2:00 P.M. to 6:00 P.M 
Concurrent scientific sessions 
Biological Sciences: Genetics and 
Lonaevity 
Clinical Medicine: Regulatory Systems, 
Endocrinology, and Neurology 


Lunch 


Comparative 


Psychology-Social Science: Psychology of Aging, 
Economics of Aging 
Social Welfare: Casework Services 
7:30 P.M. to 9:30 P.M.—Public meeting 
TUESDAY, AUGUST 9 
9:00 A.M. to 12:30 P.M 
Concurrent scientific sessions 
Biological Sciences: Body Composition 
Clinical Medicine: Psychiatry 
Psychology-Social Science: Psychology of Aging, 


Economics of Aging 
Social Welfare: Housing and Living Arrangements 


12:30 P.M. to 2:00 P.M 


2:00 P.M. to 6:00 P.M 
Concurrent scientific sessions 
Biological Sciences: Regulatory Systems, Physiology 
Clinical Medicine: Respiratory System 
Psychology-Social Science: Family 
Personality Theory 
Social Welfare: Institutional Care 


Lunch 


and Housing, 


Evening—Recepticns 
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WEDNESDAY, AUGUST 10 


9:00 A.M. to 12:30 P.M.—General symposium ar- 
ranged by the Section on Biological Sciences 


12:30 P.M. to 1:30 P.M.—Lunch 
1:30 P.M. to 6:00 P.M.—Tours 
7:30 P.M. to 9:30 P.M.—Receptions 


THURSDAY, AUGUST 11 


9:00 A.M. to 12:30 P.M. 
Concurrent scientific sessions 
Biological Sciences: Environmental Factors 
Clinical Medicine: Skeletal System 
Psychology-Social Science: Family and Housing, 
Personality 
Social Welfare: Retirement Planning 


12:30 P.M. to 2:00 P.M. 


2:00 P.M. to 6:00 P.M. 

Concurrent scientific sessions 

Biological Sciences: Cell Structure and Cell Phys- 
iology 

Clinical Medicine: Cardiovascular and Renal Sys- 
tems 

Psychology-Social Science: 
Health and Rehabilitation 

Social Welfare: Leisure Time Activities, 
Aspects of Medicine 


6:00 P.M.—Open 


Lunch 


Population, Mental 


Social 


FRIDAY, AUGUST 12 


9:00 A.M. to 12:30 P.M.—General symposium ar- 
ranged by the Section on Clinical Medicine 


12:30 P.M. to 2:00 P.M.—Lunch 


2:00 P.M. to 4:00 P.M. 
Concurrent scientific sessions 
Biological Sciences: Connective Tissue 
Clinical Medicine: The Psysician’s Responsibility in 
an Aging Society 


Psychology-Social Science: Population, Mental 
Health and Rehabilitation 
Social Welfare: Community Organization, Income 


Maintenance 





4:00 P.M. to 6:00 P.M.—Closing Plenary session 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILLTOWN’ (meprobamate) now available 
in 400 mg. continuous release capsules as 


Meprospan-400 


[> JUST ONE CAPSULE 
| LASTS ALL DAY 





HIGHER POTENCY 
FOR GREATER CONVENIENCE 


e relieves both mental and muscular tension 
without causing depression 


e does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 


Meprospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 


Both potencies in bottles of 30. 


f° WALLACE LABORATORIES » New Brunswick, N. J. 


CME-8427 





the 

margin 

of 
difference 
in 
respiratory 
tract 
infections 


oxytetracycline with glucosamine 


The greater effectiveness, proven 
safety and outstanding toleration 
of Terramycin provide a margin 

of difference for swift response and 
uncomplicated recovery. 


This margin is further extended by 
convenient, economical, ready-to-use 
Terramycin Intramuscular Solution followed 
by oral Cosa-Terramycin—the compatible, 
coordinated course of broad-spectrum 
therapy worthy of consideration for your 
next patient with a respiratory infection. 


Science for the world’s well-being™ 


Pfizer Laboratories, Div., Chas, Pfizer & Co., Inc. 


Brooklyn 6, N. Y. 
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Supply: Cosa-Terramycin Capsules—250 mg. and 125 
mg. New Cosa-Terrabon* Oral Suspension—125 mg./ 
5 ce, (tsp.), preconstituted, fruit flavored, bottles of 2 
oz. and 1 pint. New Cosa-Terrabon Pediatric Drops— 
100 mg./ec, (6 mg./drop), preconstituted, fruit fla- 
vored, 10 cc, bottle with calibrated plastic dropper. 
Terramycin Intramuscular Solutiont—ampules of 100 
mg./2 cc, and 250 mg./2 cc. 


Terramycin is also available in a variety of topical and 
local forms to meet specific therapeutic requirements. 
*Trademark 


tContains 2% Xyl ®@ ( » Teg k of 
Astra. Pharmaceutical Products, Inc. 
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Nursing homes are overcrowded with elderly patients suffering 
from cerebral arteriosclerosis. In many cases, “strokes” resulting 
from cerebral hemorrhage or thrombosis are disabling compli- 
cations. 


In this field of neurology and psychiatry, excellent results are 
obtained with Iodo-Niacin Tablets (potassium iodide 135 mg. and 
niacinamide hydroiodide 25 mg.). Jodo-Niacin permits long con- 
tinued use of iodide medication without iodism. 


Feinblatt, Feinblatt and Ferguson’ treated 59 elderly patients suf- 
fering from arteriosclerosis with Iodo-Niacin for over a year. 
Dizziness was relieved in 71% of cases, vague abdominal dis- 
tress in 87%, chronic headaches in 61%, and disorientation in 
50%. There was not a single case of iodism in this series. 


The recommended dosage is 2 tab- 
lets three or four times daily, to be 
continued as long as needed. In 
urgent cases Iodo-Niacin Ampuls 
may be used for intramuscular or 
slow intravenous injections’. Appar- 
ently no hazard of iodism. 

1. Feinblatt, T. M., Feinblatt, H. M. and 


Ferguson, E. A., Am. J. Digest. Dis. 22:5 
1955. 2. Ibid., M. Times 84:741, 1956. 





CHEMICAL COMPANY 


*U.S. PATENT PENDING 3721-27 Laclede Ave., St. Louis 8, Mo. 

. COLE CHEMICAL COMPANY ai 
1 3721-27 Laclede Ave., St. Louis 8, Mo. i 
| Gentlemen: Please send me professional literature and samples of IODO-NIACIN. | 
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SYMPOSIUM REPORT: 


ALTAFUR in antibiotic- 


resistant staphylococcal infections 


ALTAFUR proved superior to any other 
single agent against staphylococcal infec- 
tions encountered in the pediatric section of 
a general hospital. Introduced during an 
epidemic of severe staphylococcal pneu- 
monia and bronchiolitis in younger children, 
ALTAFUR was employed in treating a total 
of 59 infants or juvenile patients, most of 
whom had upper or lower respiratory tract 
involvement. Almost all had been given 
antibiotics without effect; 34 were judged 
severely or critically ill. Cures were ob- 
tained in 54 of these patients after a 3 to 
10 day course of ALTAFUR. There was only 
one failure (results were inconclusive in the 
remaining four cases). Mixed infections 
with Pneumococcus or Streptococcus sp. 


also responded readily. 


ALTAFUR was administered orally in vary- 
ing dosage: the optimal dose is believed to 
be about 22 mg./Kg. daily. 

Side effects were minimal in these patients, 
being limited to gastric intolerance in a few 
cases, usually controllable by giving the 
drug with or after meals. Laboratory studies 
performed before and after ALTAFUR treat- 
ment revealed no adverse influence on renal, 
hepatic or hematopoietic function, nor other 
signs of toxicity. 

In vitro, staphylococci isolated in this series 
proved uniformly susceptible to ALTAFUR, 
whereas many strains were resistant to a 
variety of antibotics. With ALTAFUR as with 
all nitrofurans, the lack of development of 
significant bacterial resistance is considered 


a major advantage over other antimicrobials. 


Lysaught, J. N., and Cleaver, W.: Paper presented at the Symposium on Antibacterial Therapy, Michigan 
and Wayne County Academies of General Practice, Detroit, Sept. 12, 1959 (published Nov., 1959) 

















bright new star 


in the antibacterial firmament 


ALTAF 


brand of furaltadone Ww 


the first nitrofuran effective orally 


in systemic bacterial infections 


Antimicrobial range encompasses the majority of common 
infections seen in everyday office practice and in the hospital 
Decisive bactericidal action against staphylococci, streptococci, 
pneumococci, coliforms 

Sensitivity of staphylococci in vitro (including antibiotic- 
resistant strains) has approached 100% 


Development of significant bacterial resistance has 
not been encountered 


w Low order of side effects 


w Does not destroy normal intestinal flora nor encourage 


monilial overgrowth (little or no fecal excretion) 


Tablets of 50 mg. (pediatric) and 250 mg. (adult) 

Average adult dose: 250 mg. four times a day, with food or milk 
Pediatric dosage: 22-25 mg./Kg. (10-11.5 mg./lb. body weight daily 
in 4 divided doses 


cauTION: The ingestion of alcohol in any form, medicinal or beverage, 
should be avoided during Altafur therapy and for one week thereafter. 






NITROFURANS —a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 











Brain Damage from Chronic Alcoholism 

A. E. BENNETT, G. L. MOWERY, and J. T. FORT. Am. 
J. Psychiat. 116: 705-711, 1960. 

Between acute alcoholism and chronic brain 
disease there exists an intermediate stage 
during which medical treatment may re- 
verse permanent organic brain damage. 

Electroencephalographic changes usually 
correlate with the patient’s drinking pat- 
tern, personality changes, and physiologic 
and psychologic reactions to indicate early 
alcoholic brain disease. Pneumograms_ will 
confirm cerebral atrophy. 

Blackouts and temporary amnesia con- 
cerning events during drinking periods are 
early signs that precede brain damage. The 
patient rationalizes his drinking; resorts to 
pathologic lying and infantile behavior; and 
exhibits poor judgement, hostility, emotion- 
al lability, and defiance. He denies illness 
and lack of insight. 

Daytime and solitary drinking become ad- 
dictive, dependent, or compulsive. With- 
drawal reactions and hangovers accompany 
blackouts. Systemic complications including 
fatty liver, cirrhosis, and polyneuritis may 
be seen. Principal psychologic disorders are 
visual organization defect, intellectual and 
personality deterioration, and impaired ab- 
straction. 

Medical treatment is directed primarily to 
the organic brain damage, although most 
patients also require treatment for other 
systemic diseases. Prolonged institutional 
care or close supervision at home is neces- 
sary to prevent access to alcohol. Disulfiram 
and citrated calcium carbamonitrile offer 
chemical restraint for chronic compulsive 
drinkers. 
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Relatives are more tolerant of unusual 
behavior if the significance of brain damage 
and possibility of improvement with pro- 
longed treatment are explained. When ab- 
stinence can be maintained until the organic 
dysfunction reverses and stable judgement 
returns, insight may be established and the 
patient may be motivated to live without 
alcohol. 

Psychotherapy on an individual or group 
basis and other support such as member- 
ship in Alcoholics Anonymous are effective 
in rehabilitation. 


Preoperative and Postoperative Care of 

the Aged Patient with Fractured Hip 

F. J. FISCHER, R. H. HALL, W. E. SIEBERT. S. Clin. 
North America 39: 1623-1631, 1959. 
Complications are avoided in the older pa- 
tient with hip fracture if pain is relieved 
early by immediate traction, concurrent ill- 
nesses are diagnosed and treated, and inter- 
nal fixation is followed by early mobiliza- 
tion. 

The health of the geriatric patient pro- 
gressively declines with bed rest and _ inac- 
tivity. In particular, the cardiovascular re- 
serve of the older patient is rapidly reduced 
by extended bed rest, prolonged immobiliza- 
tion, and pain. To avoid the progressive de- 
terioration that may develop following a hip 
fracture, early reduction of the fracture and 
immobilization are necessary. 

If the preoperative care is completed and 
internal fixation is accomplished within 
twenty-four hours, the incidence of post- 
operative complications and the mortality 
rate are reduced. 


(Continued on page 92A) 
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now... DECISIVE THERAPY 
for the physical and mental debilities of the aging 


Heips Revitalize Bone 


Improv 


1d Muscle Tissue 


ipetence 


Analeptone-Anabolic offers a new approach to the treatment of aging patients by 
providing safe, well-tolerated, decisive medication, to counteract diminishing skele- 
tal muscle powers, osteoporosis, and to help restore mental faculties. 


Decisive in stimulating muscle and bone anabolism, and enhancing the 
patient’s sense of well-being and vigor. 
Decisive in counteracting cerebral anoxia, depression, confusion and 


mental debility. 


FORMULA: Each tablet contains: pentylenete- 
trazol 50 mg., methyltestosterone 0.83 mg., ethi- 
ny] estradiol 0.0015 mg., strontium salicylate 
450 mg. 

DOSAGE: Usual dose is two tablets, three or four 
times daily. 

SUPPLIED: Bottles of 100 tablets. 
PRECAUTIONS: This preparation should not be 
used in patients who have established or sus- 
pected mammary, prostatic or other genital ma- 
lignancy. 


ALSO AVAILABLE: 
ANALEPTONE® ELIXIR. Each teaspoonful (4 cc.) 
contains: pentylenetetrazol 200 mg., niacin 
100 mg., peptenzyme elixir q.s. Supplied in 
bottles of 8 fl. oz. 


ANALEPTONE® TABLETS. Each tablet contains: 
pentylenetetrazol 100 mg., niacin 50 mg., pepsin 
1:10,000 5 mg. 


SUPPLIED: Bottles of 100 tablets. 


ANALEPTONE-ANABOLIC 


NG REED & CARNRICK / Kentiworth, New Jersey 
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U.S. DRUGS 


are a 
BARGAIN! 


There have been misinformation and misunderstanding 
recently about prescription drug prices in the United States. 
As a physician, you are entitled to know the facts, and so are 
your patients. 


Actually, drug prices in the United States today are a bar- 
gain. 


The American consumer is spending about the same part 
of his income on drugs today as he did in 1939. 
c Je 


Today’s far more effective drugs take less of each health 
dollar than they did thirty years ago. In 1930, 20 cents of 
each dollar spent for health purposes went for drugs and 
sundries, according to the A.M.A. In 1958, the amount was 
19.9 cents . . . clear evidence that drug prices have not risen 
relative to the total expenditures for medical care. 


ONE CENT FOR DRUGS! 


These drug prices account for about one penny from each dollar 
of each person's disposable income. Compare that with the nickel 
that goes for liquor or tobacco, or the 4 cents that the average 
American spends for entertainment from each dollar. 


If drug prices had gone up as much as the total cost of living in 
recent years, Americans now would be paying at least $1 billion 
more a year for medicine. 














NO INFLATION IN DRUGS 


Instead, in a period of continuing inflation, the wholesale price 
of drugs rose only 3% in the last ten years, while the wholesale 
/ oO / 
price of all industrial products rose 22%. 


Spurred by the profit incentive of our free enterprise system, the 
U.S. pharmaceutical industry has consistently served the public in- 
terest by driving prices down to the lowest levels that can be main- 
tained while still supporting future growth and discovery. 


New drugs have helped add ten years to the U.S. lifespan in the 
last thirty years. ‘They have meant life itself to millions of Amer- 
icans. They have checked or conquered once-dread diseases that 
killed or crippled. And the price trend for new drugs has been 
sharply down. 


HIGH RISKS IN RESEARCH 


Since 1947 the American drug industry has spent about $1 billion 
in research alone in this search for new and improved drugs. This 
staggering investment represents a major risk in the competitive 
drug industry. The chance that any given research involving a new 
potential medicine will result in a marketable product stands at 
2,865 to I against the manufacturer! 


And even when a drug proves successful through a development 
and testing process that may take years, the manufacturer knows 
from experience that his new product may have only a short market- 
able existence because of the customary high rate of obsolescence in 
this highly competitive industry. 


FROM DRUG RESEARCH-392 NEW COMPOUNDS 


All told, in the last ten years alone, American drug industry re- 
search has resulted in the development of 392 previously unknown 
medicinals to improve health or reduce pain. 

The drug industry is proud of this record of progress. Surely no 
other American industry has devoted a greater proportion of its 
resources to provide such great social benefits for the vast majority 
of our citizens. 


Pharmaceutical Manufacturers Association 


1411 K STREET, N. W., WASHINGTON 5, D. C. 
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Arterial representation adapted from Recueil de Planches, Tome Second, Chez Pellet, a Geneve, 1779 


ECONOMICAL 1-TABLET-A-DAY SALUTENSIVE 


SALUPON 
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Geneve, 17 
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Bristol “s 
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For a salutary lowering of 
high blood pressure 


an out 
sive agent 


pret ais a 


As an antihypertensive: 
“a distinct advantage in the manifestations of 
hypertension”! 
...@ superior foundation drug (hydroflumethiazide) 


for an antihypertensive regimen ... often the only drug 
required for effective therapy.?? 


..in other cases, enhances the antihypertensive effects 
of concurrently administered tranquilizers and gang- 
lionic blockers (usually permitting smaller dosage) .!:?:3 
..- helps to restore “dry weight” while lowering blood 
pressure.! 


As a saluretic: 
“a marked advancement in the field of diuretic 
therapy”* 


. prompt sodium excretion,’ with “a duration of at 
least 18 hours” on a single 50-mg. tablet.! 


.less potassium and bicarbonate excretion or pH 


change than with chlorothiazide or hydrochlorothiaz- 
ide,1:4:5.7,8,9,11,12 


. well tolerated! 3.45612... “repetitively effective.”!? 


INDICATIONS: Hypertension and hypertensive cardiovascular disease: 
Saluron induces a gradual but sustained decrease in abnormally elevated 
blood pressure—both systolic and diastolic. It has no significant effect on 
normal blood pressure. Saluron may be used successfully in conjunction 
with other antihypertensive agents. 


Edema: associated with cardiac or renal insufficiency, hepatic cirrhosis, 
pregnancy, premenstrual syndrome, or steroid administration. 


DOSAGE: Usually 1 tablet daily. Full information in package insert. 


SUPPLY: Scored 50-mg. tablets; bottles of 50. Syrup, containing 50 mg. 
per 5-ml. teaspoonful; bottles of 8 fl. oz. 


BRISTOL LABORATORIES, SYRACUSE, N. Y. 


Division of Bristol-Myers Co. 
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When hip fracture is suspected after a 
fall, the patient should not be moved until 
an ambulance can provide transportation 
to the hospital. At the hospital, the patient 
should be immediately placed in bed and 
roentgenograms deferred. The process in- 
volved in securing preliminary roentgeno- 
grams adds to the patient’s discomfort, and 
frequently the films do not give the sur- 
geon an adequate picture of the fracture 
because of displacement and rotation. 

The patient’s bed is prepared with boards 
under the mattress, an overhead traction 
frame, a trapeze bar, and side rails. The 
foot of the bed is elevated and a foot board 
placed opposite the uninjured foot. 

For immobilization and relief of pain, 
Russell traction is convenient. When trac- 
tion is properly applied, pain is sufficiently 
relieved and the need for heavy sedation is 
reduced. 

To avoid complications from previous 
therapy, the history should emphasize in- 
formation on drug allergies and whether the 
patient may currently be taking anticoagu- 
lants, steroids, and other medications for 
concurrent illness. ‘The physical examina- 
tion should emphasize the diseases of the 
heart, blood vessels, and central nervous 
system. A complete blood count, a_ blood 
urea nitrogen determination, and a urinal- 
ysis should be obtained. If diabetes is sus- 
pected, a carbon dioxide combining power 
or serum acetone determination is necessary. 
An electrocardiogram provides a_ useful 


he event of postoperative car- 


baseline in t 
diac complications and is a useful index of 
previous coronary disease. 

In patients over 60, the major coincidental 
diseases are arteriosclerotic heart disease, 
hypertension, diabetes, senility, arthritis, 
emphysema, and associated fractures. 

In arteriosclerotic heart disease, digitalis 
is indicated if symptoms of congestive fail- 
ure are present. Surgery may then be per- 
formed. If hypertension is present, hypoten- 
sive episodes during anesthesia must be 
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avoided. The presence of diabetes need not 
delay surgery, since long range control need 
not be established before operation. Ketosis 
or impending coma, however, must be cor- 
rected. The senile patient needs no special 
treatment other than an early return to 
familiar surroundings. 

The important preoperative consideration 
for the arthritic patient is whether steroid 
drugs are being taken and adrenal insuffi- 
ciency exists. Carbon dioxide narcosis is a 
danger in patients with emphysema. Allow- 
ing the patient to sit soon after surgery is 
helpful. The treatment of less severe asso- 
ciated fractures should not delay internal 
fixation of the hip fracture. 

Overhydration of the dehydrated patient 
may overload the cardiovascular system. Se- 
vere anemia should be corrected by trans- 
fusions to permit early surgery. Postopera- 
tively, the cause of the anemia may be stud- 
ied and definitively treated. Chronic auricu- 
lar fibrillation should be treated with digi- 
talis, but no attempt at conversion is neces- 
sary before surgery. If patients with benign 
prostatic hypertrophy develop retention, an 
indwelling catheter should be used. 

Postoperative care consists of gradual mo- 
bilization and the prevention and treatment 
of complications. Early active and passive 
exercise is encouraged. The patient is fre- 
quently turned to the non-operated side 
with a pillow placed between the knees to 
prevent adduction of the affected hip. 

Sitting at the edge of the bed and quad- 
riceps exercises are begun after a few days. 
After six to seven days postoperatively at 
most, the patient is allowed up in a chair. 
As strength permits, ambulation is allowed. 
A stationary walker or crutches may be 
used. Narcotics are kept to a minimum to 
avoid confusion. Chloral hydrate is an ade- 
quate substitute for barbiturates. Rauwolfia 
and phenothiazine derivatives may promote 
disorientation. 

Antibiotics may be used freely in cases of 
intertrochanteric fracture in which expo- 
sure at surgery is extensive and hemorrhage 
into the thigh is considerable. 

The most frequent complications follow- 
ing hip surgery are cystitis, ischemic ulcers, 

(Continued on page 95A) 
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new nitrate 
offers 


new benefits 
for 
anginal patients 


Fremont! notes that Isorpit ‘‘. . . has been very 

effective in increasing the exercise tolerance of patients 

and also reducing the number of attacks of angina 

pectoris of the decubital type.’’ Prophylactically and 
therapeutically, Isorpit provides four distinctive advantages. 


d onset—ready solubility of Isorpi, produces 
benefits within 15 to 30 minutes (not intended to 
replace emergency use of nitroglycerin). 


prolonged action—benefits of Isorpit persist 
| for at least 4 hours per oral dose of 10 mg. 


istent effect—ss per cent of patients? 
| treated have responded favorably to Isorpic. In 
comparative studies, Sherber* found Isorpit better 
than other therapy in 17 of 18 patients. 


unusual safety—only reported side reaction: 
transitory, easily-controlled headache. 


Electrocardiographic studies by Russek* clearly show 
that IsorDIL produces a more favorable balance 

between oxygen supply and demand following the 
Master two-step test. He concludes that ‘‘IsorpiL is a 
new and effective agent for therapy of angina pectoris.” 
Literature and professional samples available on request. 
1. Fremont, R.E.: Personal Communication (Dec., 1959). 

2. Summary of Case Reports on File, |lves-Cameron Company. 


3. Sherber, D.A.: Personal Communication (Oct., 1959). 
4. Russek, H.1.: Personal Communication (Oct., 1959). 


ISORDIL, 


Isosorbide Dinitrate, lves-Cameron 


CG/ IVES-CAMERON COMPANY + New York 16, New York 


*Trademark 















newest advance in iron therapy 






THEN 
"EFFECT 
THIS IRON 
PRODUCES 









PATIENTS ON SIMRON REPORT NO GASTRIC UPSET, 
NO BLACK STOOLS, NO CONSTIPATION OR DIARRHEA 


Simron is iron (ferrcus gluconate) in a dramatically different agent* which facilitates iron absorption. 
Eliminates cause of iron intolerance: Simron increases iron absorption in the G.I. tract. That’s why it 
cancels the need for “‘iron overload.’’ The greater absorption of usable iron virtually eliminates nausea, 
G.I. upset, or black stools. In a series of 40 Simron-treated patients,! only one reported side effects. 
Patients who “can’t take iron’’— now can: Simron is preferred wherever iron is indicated. Especially 
useful in patients who can’t tolerate other iron therapies—for example, gravida, duodenal ulcer, colitis 
—where gastric upset is discomforting and black stools may mask a serious condition. 

Prescribe one capsule t.i.d. between meals. In bottles of 100 soft, gelatin capsules, containing 10 mg. 
ferrous gluconate and Sacagen. *Sacagen—special absorption agent. 


Tradernarks: ‘Simron,’ ‘Sacagen’ 
1. Ausman, D. C.: J. Am. 
Geriatric Soc. 7:268, 1959. 
THE WM. S. MERRELL COMPANY 
New York ¢ Cincinnati * St. Thomas, Ontario 


94A 















ANY 


tario 








digests (Continued from page 92A) 


abdominal distention, thrombophlebitis, 





pulmonary embolus, pneumonia, wound in- 
fection, dehydration, and myocardial infarc- 
tion. 

Cystitis is usually mild and readily re- 
sponds to urinary antiseptics and antibiot- 
ics. Decubitus ulcers are best prevented by 
early surgery, adequate nutrition, and good 
nursing care. Abdominal distention usually 
responds to rectal tubes or enemas, but, if 
distention is severe, gastric suction is neces- 
sary. Dehydration may be corrected with 
intravenous fluids and regulation of electro- 
lyte balance. Wound infections may be kept 
to a minimum if the hip is carefully pre- 
pared with hexachlorophene the night be- 
fore and the morning of surgery and again 
in the operating room. 

Thrombophlebitis, pulmonary embolism, 
myocardial infarction, and pneumonia are 
treated according to established methods. 


Defect of the Atrial Septum in the Elderly 

H. ELLIS, JR., R. O. BRANDENBURG, and H. J. C 
SWAN. New England J. Med. 262: 219-224, 1960. 
Surgical correction of atrial septal defect is 
possible in elderly patients. Cardiac symp- 
toms in these patients are not necessarily 
caused by:acquired disease, and atrial septal 
defect is the most common congenital lesion 
allowing long survival. 

Clinical features of the disease do not 
change greatly with age. However, atrial 
fibrillation and failure of the right side of 
the heart are common findings in patients 
over 60, though they are seldom seen in 
younger patients. 

Surgical correction of asymptomatic le- 
sions in elderly patients is probably unnec- 
essary. Most of these patients will have 
symptoms, however, and should be operated 
upon unless pulmonary blood flow is re- 
duced, with a predominant right-to-left 
shunt and pulmonary resistance in excess 
of systemic resistance. 

None of these indications of inoperability 
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were observed in 5 patients 60 years of age 
or older. The atrial-well technic was used 
to close the defect in 2 uncomplicated cases. 
Open heart surgery with extracorporeal cir- 
culation was necessary in the other 3 be- 
cause of extensive right heart failure and 
increased right atrial pressure. 

Although the defects were small in 4 of 
the 5 patients, Teflon or noncompressed 
Ivalon prostheses were used because the pa- 
tients had large hearts and sutures were 
likely to be under high tension. The 1 pa- 
tient in whom the defect was sutured direct- 
ly still shows some disability; however, all 
patients are symptomatically improved. 


A Review of Some Recent Treatment 
Methods for Elderly Psychiatric Patients 

M. ROSS, M.D. Arch. Gen. Psychiat. 1: 578-592, 1959. 
Recent experience indicates that skepticism 
regarding the value of psychotherapy in 
managing the increasing number of elderly 
psychiatric patients is unwarranted. 

Successful management of the psychiatric 
ailments of the elderly person must be 
based upon knowledge of the patient’s he- 
redity and constitution, psychologic changes, 
and decline in adaptive powers. 

Gerontologic group therapy in mental hos- 
pitals includes social gatherings and actual 
group psychotherapy alone or in combina- 
tion with somatic and milieu therapy. The 
resocialization of the patient and the pro- 
motion of his tranquility, happiness, and 
self-sufficiency are emphasized. Use of the 
nurse as co-leader with the therapist is a 
method that has been able to accomplish 
group identity. 

Homes for aged persons are able to pro- 
vide fuller service than are mental hospitals. 
Flexibility in handling the aged sick is para- 
mount. The goal is to maintain elderly per- 
sons in active relationship to the general 
community, with stress placed on freedom, 
comfort, and dignity. Readily available med- 
ical and psychiatric skill make the patient 
feel safer. 

The day hospital! admits all types of eld- 
erly psychiatric patients well enough to 
stay home overnight. Occupational, recrea- 
tional, individual, and group therapy are 

(Continued on page 96A) 
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among the services provided on a day-to-day 
basis. 

Since not all emotional disorders of the 
aged can be attributed to organic cerebral 
changes, many psychiatrists attempt indi- 
vidual psychotherapy and are able to report 
successes. 

Transference in therapy with the aged is 
unique in the sense that the therapist is 
often considerably younger than the patient 
and therefore may represent a filial rather 
than a parental image or a combination of 
both. Countertransference may make a 
young therapist feel self conscious and apol- 
ogetic, while an older therapist may feel 
superior and exemplary. The therapist must 
be secure enough to deal with the older pa- 
tient’s hostility and efforts to make the 


younger man feel guilty and defensive. 


Observations on the Use of Nicotinic Acid 
To Induce In Vivo Fibrinolytic Activity 

W. L. WILSON and G. FOSTIROPOULOS. Am. J. M. 
Sc. 238: 591-597, 1959. 

In patients on anticoagulant therapy for 
thromboembolism, slow intravenous infu- 
sion of nicotinic acid activates plasminogen 
without producing flush. Heparin or Dicu- 
marol, while protecting against further 
thrombus formation, prevents lysis of 
thrombi already formed. Nicotinic acid re- 
leases a normal activator of plasminogen by 
a method unrelated to the side effects of 
burning and nausea. 

When nicotinic acid diluted to 1 mg. per 
cubic centimeter in 5 per cent glucose is 
slowly infused intravenously, the flush ac- 
companying injection of a 10 mg. per cubic 
centimeter solution is avoided without loss 
of fibrinolytic activity. 

Fibrinolytic activity is determined on 
thrombin-precipitated euglobulin clots, 
eliminating the antiplasmins found primari- 
ly in the albumin fraction. Plasma euglobu- 
lins are precipitated by a dilute acetic acid 
solution at pH 5.3 and resuspended in phos- 
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phate buffer at pH 7.4. The resuspended 
euglobulins are clotted with thrombin and 
incubated at 37° C. in a water bath. A nor- 
mal euglobulin lysis time is five to eight 
hours. Fibrinolysis is sharply increased ten 
to fifteen minutes after the nicotinic acid 
infusion is started, returning to control lev- 
els within thirty minutes due to inactivation 
by antiplasmin. Repeat infusions after re- 
turn to normal levels reactivate plasmin to 
the original degree. Fibrinogen levels remain 
within normal levels. 


Methods for Improving Operability in 
the Aged 


W. H. HARRIDGE and W. H. COLE. J. Am. Geriatrics 
Scc. 8: 79-85, 1960. 

Preoperative correction of nutritional and 
other deficiencies may improve the survival 
rate of elderly patients who undergo §sur- 
gery. Except in surgical emergencies, most 
patients should undergo about a week of 
preparation. 

A nutritional regimen is instituted to ar- 
rest weight loss and, if possible, produce a 
weight gain of 4 or 5 Ib. Despite a high- 
protein, high-calorie diet, anorexia usually 
limits the caloric intake. ACTH may greatly 
increase the patient’s appetite as well as his 
general sense of well-being. 

Oral intake may be supplemented by in- 
travenous administration of fat emulsions 
and by tube feeding. To prevent reactions, 
the daily dose of Lipomul-I.V. is limited to 
2 units for no more than nine days, provid- 
ing 1,800 calories a day. Tube feeding is 
given at night in a slow, continuous drip, 
terminating several hours before breakfast 
so that the patient’s appetite will not be im- 
paired. Parenteral administration of protein 
hydrolysates is of value only if caloric intake 
from other sources is sufficient to meet the 
patient’s basic requirements. 

In addition to the correction of nutrition- 
al deficiencies, several other factors must be 
considered: 

1. Patients should be hydrated immedi- 
ately so that accurate blood counts can be 
taken. Deficient blood volume should be 
restored. 

2. Cardiac reserve should be determined. 

(Continued on page 98A) 
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Past tense 


For the first time in months, this dad really feels like joining 
in the family. fun. In the past, he had been far too tense 
either to devote a casual hour to usual father-son diversions 


or to answer the host of questions invariably posed by an 
inquisitive youngster. 

He actually enjoys helping junior build a model plane, 
because he “feels good” and is genuinely interested. The 
reason: Levanil does not isolate or insulate, as many tran- 
quilizers do. 





for equanimity 
without 
somnolence 


Levanil 


Trademark, Reg. U. S. Pat. Off.— 
brand of ectylurea, Upjohn 


THE UPJOHN COMPANY 
; Upjohn 
KALAMAZOO, MICHIGAN 
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If a 
within 


occurred 
should be 


myocardial infarction has 
three 


postponed except in the most extreme emer- 


months, surgery 
gencies. 

3. Renal status should be evaluated and 
any damage corrected before operation. 

4. Serum protein concentrations and albu- 
min-globulin ratios should be determined. 

5. The patient should be kept ambula- 
tory to improve muscle tone. 
determined 


6. Liver function should be 


and improved if necessary. 


Management of Complications Seen in 

the Lower Extremities of Diabetic Patients 
P. J. KELLY. Proc. Staff Meet. Mayo Clin. 34: 511- 
518, 1959. 

Occlusive arterial disease, peripheral neu- 
ropathy, and infection in the lower extremi- 
ties are 3 common complications of diabetes. 
The lesions may occur singly or in combina- 
tion. 

The most serious of these is arteriosclero- 
sis obliterans, which is only slightly differ- 
ent from the same condition in nondiabetic 
patients. Typically, the occlusion is due to 
an atheroma and thrombus. The thrombus 
usually appears to be old, suggesting that 
peripheral arterial disease develops slowly 
in diabetes. These patients usually have in- 
termittent claudication and rest pain. Pa- 
tency of the arteries can be determined by 
palpation of the peripheral pulses and skin 
ischemia by observation of the degree of pal- 
lor in the elevated limb and rubor in the 
dependent limb. Aortographic examinations 
show whether the disease is segmental or 
diffuse. 

Diabetic occlusive disease is usually the 
result of trauma to the feet. Mechanical in- 
juries, heating pads, and strong topical ap- 
plications should be avoided. Either ulcera- 
tion or treated with 
bed rest, heat applied with a heat box, soak- 
ing in boric acid, antibiotics, and gentle 


gangrene should be 
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debridement. Sympathectomy may be done 
for diffuse disease unless extensive peripher- 
al neuropathy has already obliterated sym- 
pathetic nerve function. For segmental oc- 
clusion, a bypass operation with an arterial 
replacement graft may be satisfactory. If am- 
putation is necessary, the leg may be re- 
moved below the knee in a patient with a 
palpable femoral pulse and normal knee 
joint and without recent arterial occlusion. 
With more extensive disease, the leg should 
be amputated above the knee. Toe amputa- 
tion is successful only if occlusive disease is 
slight or when a successful bypass operation 
has been performed. 

Painless ulcers are usually due to periph- 
eral neuropathy rather than ischemia. Char- 
acteristically, the neurotrophic ulcer is a 
punched out, circular lesion covered with a 
thick callus on the plantar surface of the 
foot. Excessive bony proliferation is com- 
monly found in the joints. 

Padding to reduce pressure over prominent 
metatarsal heads or clawed toes may prevent 
neurotrophic ulcers. Small or recent lesions 
may be cleared by simple debridement, rest, 
and use of proper footgear. Beneath the 
metatarsal heads, both the ulcer and dead 
metatarsal bone should be excised. For very 
old neurotrophic ulcers, even without con- 
comitant occlusive disease, the leg may have 
to be amputated below the knee. Trans- 
metatarsal amputation is seldom successful. 

Foot infections in diabetic patients may 
range from inflammation around the nail to 
osteomyelitis of the phalanges or metatar- 
sals. Major amputations are seldom _neces- 
sary. Many cases are cured by warm foot 
baths, antibiotics, and drainage, but local 
amputations of toes and sometimes portions 
of the adjacent metatarsals may be necessary. 


Chloroquine Phosphate (Aralen) in the 
Long-Term Treatment of Rheumatoid 
Arthritis 

J. P. YOUNG. Ann. Int. Med. 51: 1159-1177, 1959. 


Chloroquine phosphate has value in the 
treatment of the milder forms of rheuma- 
toid arthritis if the drug is continued for at 
least eighteen months. Dosage is progressive- 
(Continued on page 100A) 
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Butazolidin (ies 
and allied disorders 


Ten years of experience in countless 
cases—more than 1700 published 
reports—have now established the 
eminence of Butazolidin among the 
potent non-hormonal 
antiarthritic agents. 


Repeatedly it has been demonstrated 
that Butazolidin: 

Within 24 to 72 hours produces 
striking relief of pain. 

Within 5 to 10 days affords a 
marked improvement in mobility 
and a significant subsidence of 
inflammation with reduction of 
swelling and absorption of effusion. 


Even when administered over 
months or years Butazolidin does 
not provoke tolerance nor produce 
signs of hormonal imbalance. 


Butazolidin® (brand of phenylbutazone): 
Red-coated tablets of 100 mg. 

Butazolidin® Alka: Capsules containing 
Butazolidin® 100 mg. ; dried aluminum 
hydroxide gel 100 mg. ; magnesium trisilicate 
150 mg. ; homatropine methylbromide 1.25 mg. 


Geigy, Ardsley, New York Geiny 
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ly increased during the first three months of 
treatment and longer if symptomatic relief 
is not accomplished. When relief is ob- 
tained, the dose is maintained at a constant 
level unless an uncomfortable exacerbation 
occurs. The initial dose is usually 375 mg. 
weekly, given in three divided doses. As tol- 
erance to chloroquine develops, the weekly 
dose is doubled at four-week intervals, and, 
when the amount reaches 1,500 mg. weekly, 
six divided doses are used. Rarely does the 
weekly dose exceed 3,000 mg. 

Of 50 patients with chronic rheumatoid 
arthritis lasting from two to forty years and 
mostly with Stage I or II involvement, 88 per 
cent had major improvement after eighteen 
to thirty-six months of continuous chloro- 
quine therapy. Elevated sedimentation rates 
returned to normal in one-half of the pa- 
tients, and 62 per cent of the anemic pa- 
tients had normal hematocrit levels at the 
end of the observation period. Toxic reac- 
tions to chloroquine were infrequent and 
easily reversible. 

In the early phases of treatment, the pa- 
tients also received salicylates and analgesics. 
In addition, phenylbutazone and_ steroids 
were offered for short periods to 17 and 12 
patients, respectively. Simple home physical 
therapy and intermittent periods of activity 


and rest were advised. 


Intestinal Bleeding and Perforation 
Complicating Treatment with 
Vasoconstrictors 
R. B. BROWN, B. H. RICE, and J. E. SZAKACZ. Ann. 
Surg. 150: 790-798, 1959 
Intestinal bleeding and perforation due to 
proliferative arteritis of intramural vessels 
follow administration of large doses of vaso- 
constrictors or pheochromocytoma. Bleeding 
due to shock alone is associated with edema, 
congestion of capillaries and venules, and 
mucosal ulceration, but not arteritis. 

Six dogs never having been in shock were 
given high concentrations of 1-norepineph- 
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rine. Hemorrhagic areas were seen through- 
out the gastrointestinal tracts with prolif- 
erative endarteritis and necrosis. The endar- 
teritis was probably the result of hyperten- 
sion, although corticosteroid secretion ac- 
companying stress may have contributed to 
the ulceration. 

Of 17 patients dying with pheochromocy- 
toma, 2 had gastrointestinal hemorrhage 
prior to death. Many duodenal ulcerations 
were found in one of the cases. One patient 
died after surgery for pheochromocytoma fol- 
lowed by 1l-norepinephrine therapy. Autopsy 
revealed peritonitis secondary to infarction 
of the terminal ileum with perforation. Pro- 
liferative and occlusive endarteritis affected 
the small vessels of the bowel wall. 

A patient receiving 3,500 cc. of 1-norepi- 
nephrine solution, 8 to 12 mg. per 1,000 cc. 
over a thirty-two-hour period, bled profuse- 
ly from the upper gastrointestinal tract ten 
days later. At autopsy, the stomach was per- 
forated, with necrotizing arteritis in the 
wall. Another patient received 120 mg. neo- 
synephrine over a ten-hour period and 10 
mg. the following day. During the next ten 
days, the patient had intermittent ileus, 
hematemesis, and melena. On the eleventh 
day, the patient died with a_ perforated 
jejunum and hemorrhage and_ ulceration 
throughout the small bowel due to prolif- 
erative endarteritis. No gross or microscopic 
intestinal lesions were found in 3 other pa- 
tients treated with 24 mg. l-norepinephrine 
or less. Postmortem examinations failed to 
reveal endarteritis in 29 patients not treated 
with vasoconstrictors who died within thirty 


days of shock. 


Intracranial Involvement from 
Carcinoma of the Lung 
B. HALPERT, E. ERICKSON, and W. S. FIELDS. Arch. 
Path. 69: 93-102, 1960. 
Intracranial involvement from carcinoma of 
the lung is exceeded in frequency only by 
metastasis to lymph nodes, liver, and adre- 
nal glands. 

In a recent study of 363 autopsied cases 
of carcinoma of the lung, intracranial in- 


volvement was observed in 38.1 per cent of 
(Continued on page 102A) 
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brains examined. Brain metastasis occurred 
more frequently before the age of 50 and 
significantly less after 50 years of age. There 
was no significant relationship of cell type 
to the incidence of intracranial metastasis 
except that columnar-cell carcinomas metas- 
tasizing to the brain were relatively fre- 
quent. Over one-half of the carcinomas in- 
volving the hypophysis were of the reserve- 
cell type which frequently metastasized to 
the liver, adrenals, pancreas, and spleen. 
Nearly one-fourth of patients with intra- 
cranial metastasis had signs and symptoms 
of central nervous system involvement. In 
cases of primary lung cancer, a thorough 
neurologic examination before surgical in- 
tervention is most important. 


Geriatric Pathology 
R. M. MULLIGAN: Arch. Path. 69: 1-34, 1960. 


The major diseases found at autopsy in a 
series of 304 patients 80 years of age and 
older are given in the following table. The 
final column lists the frequency with which 
each disease is likely to be the principal 
cause of death when present. 


, Principal 
Disease | cause of death 
| 
ok 
Essential hypertension 66 


Arteriosclerosis 


Coronary arteries 25 
Cerebral arteries 9 
Arteries, lower extremities | 4 
Pulmonary arteries 3 
Superior mesenteric 
artery ] 
Arteriosclerotic aneurysm, 

aorta ] 
Amyloidosis, heart 7 
Embolism, lungs | 6 
Cancer | 58 
Bronchopneumonia | 31 
Accident | 43 

Nodular hyperplasia, | 
prostate | 29 
Cholecystitis 4 
Peptic ulcer | 9 
Appendicitis 2 
Diabetes mellitus 6 


Management of Decubitis Ulcers 
A. A. WEISS. New York State J. Med. 60: 79-82, 
1960. 

Superficial bedsores without infection of un- 
derlying bursae and bones may be treated 
nonsurgically, but deeper ulcers should be 
closed surgically to prevent large losses of 
serum and eliminate a portal of entry for 
bacteria. 

Prevention of decubitus ulcers depends 
on avoidance of prolonged pressure over 
bony prominences. The patient should be 
turned every two hours, and a foam rubber 
mattress or alternating pressure point pad 
should be used. Maintenance of good nutri- 
tion is also of utmost importance. 

In the absence of drainage, nonsurgical 
treatment of shallow ulcers includes expo- 
sure to air and the use of scarlet red, baci- 
tracin, or neomycin ointments to control in- 
fections. Ultraviolet therapy is beneficial in 
stimulating the growth of granulation tissue. 
Saline or acetic acid dressings are useful in 
cleaning the granulation bed. 

Extensive purulent drainage is treated 
with dressings saturated with half-strength 
Dakin’s solution or a 0.2 per cent Clorpactin 
solution. The surrounding skin is protected 
with zinc oxide ointment. When the puru- 
lent discharge becomes serous, saline dress- 
ings replace Dakin’s solution. 


(Continued on page 106A) 


| 
| Contributory Percentage 
| or incidental Total of lethality 
14 80 82.5 
| 22 47 53.2 
15 24 37.5 
10 14 28.6 
0 3 100.00 
1 2 50.0 
5 6 16.7 
11 18 38.8 
64 70 8.6 
30 88 65.9 
60 91 34.1 
24 67 64.2 
54 83 34.9 
34 38 10.5 
11 20 45.0 
0 2 100.0 
2 8 75.0 
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Rela is most useful in the areas where narcotic analgesics are unwarranted 
and where salicylates are inadequate. Its muscle-relaxant properties are 
dependable yet significantly free of the limitations or problems often asso- 
ciated with other relaxants. 


Rela relaxes acute muscle spasm. Relief of muscle spasm (excellent to good 
effectiveness in the majority of patients).' 


Rela provides persistent pain relief through its relaxant and analgesic actions. 
“Relief from pain was usually rapid and sometimes dramatic.”’ 


Rela provides comfort free of spasm and pain.“‘A number of patients reported ‘ a , : 
freedom from insomnia which they attributed to freedom from pain.’”! ae. 
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When surgical closure is indicated, the 





following surgical principles must be ob- 
served: (1) excision of the ulcer and under- 
lying bursa, if present, (2) meticulous he- 
mostasis, (3) removal of bony prominences, 
(4) elimination of dead spaces, and (5) 
closure without tension on the suture lines. 

In preparation for plastic surgery, necrotic 
skin must be removed and the ulcer cleaned 
with wet dressings. Split-thickness grafts are 
sometimes indicated as a preliminary proce- 
dure to prevent continued loss of serum 
proteins from the ulcer. 

The preliminary split-thickness skin grafts 
may be buried beneath the surface of the 
granulation tissue 1 to 1.5 cm. apart. Ad- 


vantages of this procedure include an in- 


creased resistance to infection, minimal use 







Each scored tablet contains 
pentylenetetrazole 100 mg. 
(1% gr.) nicotinic acid 50 
mg. (5/6 gr.) in bottles of 100 
and 500 tablets. Usual dose: 
2 MENIC tablets t.i.d., p.c. 


Literature and samples 
available upon request. 





vasodilator 


of donor tissue, and early mobilization of 
the patient. 

Large rotated regional pedicle flaps of 
skin and subcutaneous fat are used by 
some surgeons. Thick-split skin grafts are 
used to cover the donor site of the flap. 
Others prefer elliptic or S-shaped incisions, 
which free the skin and subcutaneous tissue 
extensively and close the defect without the 
use of pedicle flaps. 


Prevention of Venous Thrombosis and 
Pulmonary Embolism in Injured Patients 


S. SEVITT and N. G. GALLAGHER. Lancet Vol. II, 
No. 7110: 981-990, 1959. 


Thrombosis and fatal embolism may be 
prevented in the elderly patient with frac- 
ture of the hip by the prophylactic admin- 
istration of anticoagulants. 

Pulmonary embolism is a relatively com- 
mon cause of death, particularly in those 
over 50, who may be confined to bed for 
more than a few days. Embolism was found 
to be the cause of death on 40 to 50 per 

(Continued on page 108A) 


in the 
senility syndrome 


cerebral arteriosclerosis 
and mental confusion 





MENIC combines the mutually enhanc- 


ing action of the effective analeptic, pentylenetetrazole, with the 
proven cerebral vasodilator, nicotinic acid. 


MENIC acts to increase oxygen and blood 


supply to the brain and so helps to overcome the cerebral ischemia 
and hypoxia responsible for many senility symptoms. Produced 
physical, mental and social improvement.! Menic makes possible a 
more comfortable, happier life. 


1. Levy, S.: J.A.M.A. 153:1260, 1953. 
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’ Fast-acting Milprem directly relieves 


both emotional dread and estrogen deficiency 


Dosage: One Milprem tablet t.i.d. in 21-day courses Many physicians find that estrogen therapy is 
with one-week rest periods; during the rest ‘ . 
periods, Miltown alone can sustain the patient. not enough for the woman who is also filled 


with anxiety by her menopause. Her emotional 
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cent of elderly patients who died following 





fracture of the femur, tibia, or pelvis. 

The anticoagulant routine is restricted to 
patients over 55 with fractures of the neck 
or intertrochanteric area of the femur. Usu- 
ally an initial dose of 200 mg. phenindione 
is administered, followed the next day by 
100 mg., and then by doses ranging from 25 
to 75 mg. daily. Prothrombin levels are thus 
depressed to a point between 15 and 30 per 
cent of normal. Surgery may be carried out 
at lowered prothrombin levels, and the drug 
is continued during the period of bed rest 
and training for ambulation, the total peri- 
od of prophylaxis ranging from two to 
twelve weeks with a mean of five weeks. 
Small doses of phenindione often suffice in 
the few days following operation, while rath- 
er larger doses, 50 to 100 mg., are necessary 
in convalescence. 

Patients with similar injuries were divided 
into treated and control groups according to 
the day of entry into the hospital. There 
were 150 patients in each series. Over-all 


results are depicted in the table. 


FREQUENCY OF DEEP VEIN 
THROMBOSIS 


Phenindione Controls 


Patients 150 150 
Clinical thrombosis 1 15 
Total deaths 25 42 
Vein dissected necropsies: 21 35 
with +++ thrombosis z 13 
with ++ thrombosis 0) 12 
with + thrombosis l 4 
with + thrombosis 5 3 
with 0 thrombosis 13 3 


In 2 of the 4 patients with thrombosis in 
the phenindione series, delayed admission 
was a contributing factor, and, in 2, diffi- 
culty was encountered in finding the correct 
phenindione dosage. In 3 of the fatal cases 
in the phenindione series, the drug had 
been discontinued before death. Mortality 
rate is almost twice as great in controls as in 
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the group that received phenindione pro- 
phylaxis. Few major incidents and no deaths 
were attributable to anticoagulation. In the 
control series, 7 embolic deaths were un- 
heralded versus 8 with preceding symptoms, 
indicating that treatment of diagnosed 
thrombosis offers only half the chance for 
prevention of fatal embolism as does pro- 
phylactic anticoagulation. 


Appendicitis in Older People 

D. S. HUBBELL, W. K. BARTON, and O. D. SOLOMON. 
Surg., Gynec., & Obst. 110: 289-292, 1960. 

Age alone should not be a deterrent to diag- 
nosis of appendicitis nor to immediate ap- 
pendectomy. In most elderly patients, symp- 
toms of the disease are not greatly different 
from those in younger patients. 

\ person aged 50 years or more who be- 
comes afflicted with appendicitis and under- 
goes appendectomy is more likely than a 
similarly affected person aged 30 to 39 years 
to (1) experience chills and fever, (2) have 
a leukocyte count below 10,000 per cubic 
millimeter, (3) have active concurrent dis- 
ease, (4) have the appendectomy delayed. 
(5) require surgical drainage, (6) die, or 
(7) suffer from postoperative complications. 

Appendicitis was correctly diagnosed be- 
fore operation in 84 of 100 patients aged 
50 years or more who underwent appendec- 
tomy. Only 46 were operated upon within 
the first twenty-four hours of the disease. 

Antibiotics failed to control the disease 
during preoperative observation. Among 39 
elderly patients given antibiotics before 
operation, 22 had abscess or peritonitis. 

Incidence of grossly visible perforations 
was high. In 4 instances, perforation oc- 
curred without abscess. Gangrene affected 
49 per cent of the older patients as com- 
pared to 18 per cent of younger persons. 


CORRECTION 

The title of the article by Zacharias T. 
Bercovitz, M.D., which appeared on page 
164 of the March 1960 issue of Geriatrics 
should read “Medical Management of Ulcer- 
ative Colitis in Older-Age Patients” rather 
than “Ulcerative Colitis in Older-Age Pa- 
tients.” 
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Your angina patient hardly knows where one leaves off and the 
other begins. What he does recognize is the relief he gets from 
both when you prescribe CARTRAX. 


FOR ANGINAL PAIN FOR CARDIAC PANIC 
PETN (pentaerythritol tetranitrate) is “| favor ATARAX [as the tranquilizer for the anxious car- 
“.,.. the most effective drug currentiy diac]... because there is an absence of side effects 
available for prolonged prophylactic treat- with this drug, and also because in cardiacs who are 



















ment of angina pectoris.””! troubled with ectopic beats, ATARAX has a quinidine-like 
action.’’2 
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Dosage: Begin with 1 to 2 yellow cartrax ‘‘10” tablets (10 mg. PETN plus 
10 mg. ATARAX) 3 to 4 times daily. When indicated, this may be increased by 
switching to pink CARTRAX “‘20"’ tablets (20 mg. PETN plus 10 mg. ATARAX). 
For convenience, write ‘‘CcARTRAX 10” or “‘cARTRAX 20.” Supplied: In bottles 
of 100. Prescription only. 

References: 1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 2. Russek, H. I.: 
Presented at the Symposium on the Management of Cardiovascular Problems 
of the Aged, Dade County Medical Association, Miami Beach, April 12, 1958. 
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Pan American Congress 
Section on Geriatrics 


The Thirty-Fifth Anniversary Congress of 
the Pan American Medical Association will 
be held in Mexico City May 2 to 11. The 
section on geriatrics and gerontology will 
hold its sessions on May 4, 5, and 6 and 
will present papers of much interest in the 
field by Latin American scientists as well as 
by workers in medicine and research from 
North America. The sociologic and _ psycho- 
logic areas will be covered, as will those of 
biology and medicine. In addition to the ses- 
sions on geriatrics and gerontology, 49 other 
sections will present programs. For further 
information, write to the Pan American 
Medical Association, 745 Fifth Ave., New 
York 22 or the Gerontological Research 
Foundation, 5600 Arsenal St., St. Louis 39. 


Geriatrics Society Meets 

The annual meeting of the American Ger- 
iatrics Society will be held at the Americana 
Hotel, Bal Harbour, Miami Beach, on June 9 
and 10. Program chairman is Dr. Warren H. 
Cole, University of Illinois College of Med- 
icine, 840 South Wood Street, Chicago 12. 


American Public Welfare Association 

The remaining meetings in the 1960 series 
of regional conferences of the American 
Public Welfare Association, which include 
some aspects of aging, will be held in the 
following times and_ places: 


May 24 to 27—Mountain States Regional 
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All news and announcements for this 
department should reach the editorial office six 
weeks before publication date. Please direct 

all communications to News Editor, GERIATRICS, 
84 South Tenth Street, Minneapolis 3, Minnesota. 


Conference, Plains Hotel, Cheyenne, Wyo- 
ming. 

September 6 to 9—Northeast Regional 
Conference, Grossinger Hotel, Grossinger, 
New York. 

September 21 to 23—Southeast Regional 
Conference, Phoenix Hotel, Lexington, 
Kentucky. 

October 9 to 12—West Coast Regional 
Conference, Sheraton-Portland Hotel, Port- 





land, Oregon. 


Michigan Conference 

The thirteenth annual Conference on Aging 
sponsored by the University of Michigan 
will be held June 27 to 29 in Ann Arbor. 
The theme will be “Aging in the 60’s—Dec- 
ade for Action.” The questions considered 
will deal with the needs in the aging field 
after the 1961 White House Conference on 
Aging. Questions will include: What kind 
of organization will be required at various 
levels of action? What conditions—personnel, 
legislation, support—are essential for im- 
plementing recommendations sure to flow 
from the White House Conference? How 
can current widespread lay and professional 
interest on creating a society favorable to 
older people be maintained? For information 
write to Wilma Donahue, Chairman, Divi- 
sion of Gerontology, University of Michigan, 
Ann Arbor. 


Seminar on Aging and Mental Health 

The University of Michigan will hold an in- 
ternational research seminar on social and 
psychologic aspects of aging in relation to 
mental health in August 1960 in San Fran- 
sisco. The seminar will be financed with a 
$32,000 grant from the U. S. Department of 
Health, Education, and Welfare. Director 
(Continued on page 112A) 
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RAPID ACTION—starts to act quickly. 
SUSTAINED EFFECT —relief lasts up to 6 hours. 


EASY TO USE—usual adult dosage is one 350 mg. tablet 3 times daily and at bedtime. 
250 mg. orange capsules, 


~ q > A : -< ~ bottles of 50. 


(carisoprodol Wailace’ 





Supplied 

as white, coated, 350 mg. 
tablets, bottles of 50. Also 
available for pediatric use: 





aynay ,@ 
Ww} WALLACE LABORATORIES, New Brunswick, New Jersey Literature and samples on request 





For The Bedridden 
_ and Incontinent | 


EFFECTIVE 


4 WAY CONTROL OF 
AMMONIACAL DERMATITIS 
DECUBITUS ULCERS 
HARSH AMMONIA ODORS 


Diapa 


arene. 


CHLORIDE 





DIAPARENE 
OINTMENT 
Therapeutically effective for decubitus ulcers, and 


controls offensive odor usually encountered in in- 
continents.1,2 








DIAPARENE DUSTING 
POWDER 


Dusted into bed linens, works as adjuvant 
therapy with DIAPARENE RINSE for de- 
cubitus ulcers, with a marked decrease 
in the usual offensive odors.1.2 











DIAPARENE 
PERI-ANAL® CREME 


Healed or improved all cases of decubitus ulcers 
under observation.2.3 








DIAPARENE . 


SURGICAL SOLUTION 
DIAPARENE impregnated dressings, dia- 


pers, or towels are effective prophylacti- 
cally in urinary excoriation.45 





HOMEMAKERS PRODUCTS DIVISION 


GEORGE A. BREON & COMPANY, 1450 BROADWAY, NEW YORK 18, N. Y, 


(1) Smigel, J.0.: M. Times 83:408, April 1955 

(2) Smigel, J.O., et al: J. Am. Geriatrics Soc. 5:671, July 1957 

(3) Craven, D.M.: Am. J. Nursing 56:1293, October 1956 

(4) Nagamatsu, G., et al: Geriatrics 4:5, Sept.-Oct. 1949 

(5) Barwise, C.M., Caron, M.A.: Mental Hospitals 3:6, 
June 1952 
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Wilma Donahue of the University of Michi- 
gan Division of Gerontology held a planning 
session with the following: Dr. Martin Roth, 
professor of psychologic medicine, Univer- 
sity of Durham, England; Dr. Jean-Rene 
Treanton, Institut des Sciences du Travail, 
University of Paris; Dr. Henning Friis, direc- 
tor, Danish National Institute of Social Re- 
search; and Dr. A. T. Welford, Nuffield Re- 
search Unit on Problems of Aging, Cam 
bridge, England. 
° 
Plans Progress for International 


Gerontology Congress 


Programs in the biologic and in 


clinical medicine will be integrated at the 


sciences 


Fifth Congress of the International Associa- 
tion of Gerontology, according to the respec- 
of the American research 
committees, Drs. Nathan W. Shock and Her- 
Blumenthal. The 
to 12 in San Francisco, will 


tive chairmen 


man T. congress, to be 


held August 7 
include 2 symposia, 1 dealing with the basic 
biology of cell growth and aging as related 
to cancer, and the second dealing with the 
basic biology and aging of connective tissues 
and their relation to disease. There also will 
be 6 sessions in each of the biologic sciences 
and clinical medicine sections. Each sympo- 
sium and session will be jointly conducted 
by an American 

Dr. W. 
American research committee in physiologic 


and a foreign chairman. 
Ernest Burgess, chairman of the 
and social sciences, has announced that the 
program for the section will center around 
(1) 
ment, retirement, and income; (2) psychol- 
ogy of aging and experimental studies; (3) 


6 major subjecis: economics, employ- 


personality theory, attitudes, roles, and ad- 
justments; (4) housing, family, and social 
relationships; (5) mental health and reha- 
bilitation; and (6) population and_ social 
organization. 

The American research committee in so- 
cial welfare, headed by Dr. Gordon Aldrich, 
plans a symposium, “An Evaluation of Euro- 

(Continued on page 114A) 























To control | 
fear, 
frequency, 


and severity of anginal attacks 


Miquanitrate 


Meprobamate and Pentaerythritol Tetranitrate, Wyeth 


EQUANITRATE helps control pain and accompanying anxiety in 
angina pectoris. It reduces the number and severity of attacks, 
increases exercise tolerance, and lessens nitroglycerin dependence. 
A recent double-blind studyt comparing meprobamate, a 
placebo, PETN, and EQUANITRATE States: ‘The best results... 
in both clinical and electrocardiographic response, were observed 
with a combination of meprobamate and pentaerythritol tetra- 
nitrate [EQUANITRATE]....” 

For further information on prescribing and administering 
EQUANITRATE see descriptive literature, available on request. 


Wyeth Laboratories Philadelphia 1, Pa. 


tRussek, H.I.: Am. J. Cardiol. 3:547 (April) 1959. *Trademark 
Supplied: EQUANITRATE 10 (200 mg. meprobamate, 10 mg. pentaeryth- 
ritol tetranitrate), white oval tablets, vials of 50. EQUANITRATE 20 

A Century of (200 mg. meprobamate, 20 mg. pentaerythritol tetranitrate), yellow oval 
Service to Medicine tablets, vials of 50. 



























































In Chronic 


Urinary Infections 


Soothes.. .Burning Urination 
CLEARS ... . Infected Urine 


Urolitia rapidly controls E. Coli, S. Albus 
and S. Aureus infection. Its soothing ac- 
tion is due to the prompt release of Triti- 
cum and Zea extractives by the kidney 
into the inflamed bladder. Urolitia is 
bacteriostatic, bactericidal, non-toxic, 
does not produce drug fastness, provides 
simple dosage and is safe and economical 
for long term therapy. 

It is especially useful for elderly pa- 
tients with residual urine due to cystocele 
or enlarged prostate, in whom permanent 
sterilization of the urine cannot be ex- 
pected. Urolitia contains no dyes. 

Urolitia is very often used in prescrip- 
tions in combination with one or more 
other drugs, such as Tincture of Bella- 
donna, etc. 


Urolitia—each teaspoonful contains: 


ID 5. cc's yuntdaueweeenen 20 gr. 
LAile HORTOMED. .. ccc cccawes 5 gr. 
Sodium Benzoate.................... 2 gr. 


In a soothing, demulcent menstruum 
of Triticum and Zea. 


Dose: 1 Tbs. in % cup warm water 
Y hr. a.c. and h.s. 
Decrease dose after second day. 
Supplied: Bottles of 8 fl. oz. 


We will gladly send you samples of Urolitia, 
some proved prescriptions and literature. 


Borcherdt Company 
217 N. Wolcott Ave., Chicago 12, Ill. 
BORCHERDT COMPANY 
217 N. Wolcott Ave., Chicago 12, Ill. 


Gentlemen: Please send me samples of 
Urolitia and literature. 


Address 
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pean and American Social Welfare Programs 
for Older People.” The sessions will be or- 
ganized around casework services, housing, 
institutional care, retirement planning and 
counseling, leisure time activities, social as- 
pects of medicine, income maintenance, 
community organization, and public health 
programs. 


Physical Medicine Congress 

Plans for the Third International Congress 
of Physical Medicine, to be held August 
21 to 26 in the Mayflower Hotel, Washing- 
ton, have been announced by Dr. Frank H. 
Krusen, congress president. Dr. Krusen, sen- 
ior consultant and former head of physical 
medicine and rehabilitation at the Mayo 
Clinic, stated that the program will be de- 
voted to clinical, remedial, preventive, and 
educational aspects of physical medicine and 
current methods employed in physical med- 
icine and rehabilitation. Discussions will 
cover the diagnosis, evaluation, and treat- 
ment of diseases of the skeletal muscles, 
arthritis, psychi- 
atric care, prevention and treatment of back 
defects, congenital handicaps causing phys- 
ical disability, rehabilitation following am- 
putation, and geriatric care of the disabled. 


neuromuscular diseases, 


Delegates from 27 countries are expected 
to attend. 


Other Meetings of Geriatric Interest 

May 9 to 13—American Psychiatric Asso- 
ciation, annual meeting, Atlantic City. 

June 5 to 10—National Conference on 
Social Welfare, eighty-seventh annual fo- 
rum, Atlantic City. 

June 6 to 10—Canadian Conference on 
Social Work, Halifax, Nova Scotia. 

June 26 to July 2—American Physical 
Therapy Association, thirty-seventh annual 
conference, Pittsburgh. 

August 28 to September 2—International 

(Continued on page 116A) 
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the margarine clinically proved to 
lower elevated cholesterol levels 




















margarine 


substituted for ordinary spreads 
and solid shortenings 


helps lower 
elevated cholesterol levels 


DEK 


margarine 


Recent investigations demonstrate how effec- 
tively cholesterol levels can be significantly 
reduced by a modified diet which includes the 
substitution of Emdee Margarine for saturated or 
hydrogenated spreads and shortenings ordinarily 
used in the diet. 


Eighty per cent of Emdee Margarine’s fat content 
is pure corn oil, whose naturai content of poly- 
unsaturated fatty acids has not been destroyed 
by hydrogenation.* Approximately 42% of its fat 
content is linoleic acid, an important substance 
in the control of blood cholesterol levels. 


When a patient's intake of the undesirable fats 
should be reduced, he and his family will wel- 
come Emdee Margarine. It restores natural flavor 


to a fat-restricted diet and eliminates the chore 
of preparing special dishes for one member of 
the family. 


On bread, toast and crackers Emdee Margarine 
has the same taste as other fine spreads, and a 
firm, smooth texture. It brings back the familiar 
flavor to baked potatoes, vegetables and pop- 
corn. It can be used for braising, baking, roasting 
and sautéing, and in white sauces and frostings. 
It has won praise from Home Economics experts, 
who found that Emdee Margarine is a high-quality 
shortening. 


Packaged in one-pound cans to protect its fresh 
taste and firm texture, Emdee Margarine is avail- 
able only in pharmacies. 


oy 
fad PITMAN-MOORE COMPANY, DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 


REFERENCES: 1. Terman, L. A.: Dietary management of hypercholesterolemia, Geriatrics 74:111 (Feb.) 1959. 2. Boyer, P. A.; Lowe, J. G.; Gardier, R. W., 
and Ralston, J. D.: Effect of a practical dietary regimen on serum cholesterol level, J.A.M.A. 170:257 (May 16) 1959. 3. Vail, Gladys E.: Cooking with fats high 
in polyunsaturated fatty acids, J. Am. Dietet. A. 35:119 (Feb.) 1959. 4. Jolliffe, N.; Rinzler, S. H., and Archer, M.: The Anti-Coronary Club; including a discussion of 
the effects of a prudent diet on the serum cholesterol level of middle-aged men, Am. J. Clin. Nutrition 7:451 (July-Aug.) 1959. 


Reprints of these articles on Emdee Margarine are available on request. 


*Special process protected by U. S. Patent No. 2,890,959. 

















brand of nialamide 


often the answer 


% 


_ for the elderly 


“problem” relative 


The apathetic elderly relative can be a problem to the entire household. 

NIAMID often is the answer, whether depression occurs alone or with a physical ill. 
The family usually is first to note how NIAMID transforms the patient’s 
hostility and indifference into increased alertness and participation. 


Gradually and gently, NIAMID begins restoring a sense of well-being to some patients . 
within a few days, and to most other patients within two or three weeks. 


An exceptionally well tolerated antidepressant — more than 500,000 


prescriptions in many clinical conditions— more than 90 published papers. 


NIAMID is supplied as 25 and 100 mg. scored tablets. A Professional Information Booklet 
is available on request from the Medical Department, Pfizer Laboratories, 
Div., Chas. Pfizer & Co., Inc., Brooklyn 6, New York. 


Science for the world’s well-being™ 
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| Society for the Welfare of Cripples, Eighth 


U z | World Congress, New York City. 

nique September 13 to 15—American Cancer 
Ga 

benefit of 


@| neapolis. 
APRESO Li NE October 1 to 12—National Rehabilitation 


Association, annual conference, Oklahoma 


helps reverse § ‘“’ 


October 14 to 18—American Occupational 


s) 5 Therapy Association, annual conference, Los 
rs vancing Angeles. 
= | January 1961—Second White House Con- 
hype rtension | ference on Aging, Washington. 
January 8 to 14, 1961—Tenth Interna- 
tional Conference of Social Work, Rome, 
Italy. 






Society and National Cancer Institute, 
Fourth National Cancer Conference, Min- 
















Apresoline contributes an exclusive 
action to the antihypertensive program: | 
It is the only therapeutically acceptable | Studies Sought 
agent to increase renal blood flow and The Bio-Sciences Information Exchange is 
lax cerebral vascular tone while it inviting registration of current studies on 
— s i , aging. Correspondence should be addressed 
lowers blood pressure. With improved | to Dr. Stella Leche Deignan, Director, Suite 
kidney function, advancing hypertension | 313, Universal Building, 1825 Connecticut 
can often be halted—or even reversed. | “ve: N.W., Washington, D.C. 















Apresoline is indicated for moderate to ' 
; : Retirement Jobs 
severe and malignant hypertension, | _ gpa ve é : : 
: The United Nations is offering retired per- 
renal hypertension, acute glomerulone- sons opportunities for useful service in 


phritis, and toxemia of pregnancy. overseas jobs as technicians or administra- 
tors. The experiment was started by the 
When less potent drugs are not fully | Technical Assistance Program and now is 


effective, when renal function must be | an accepted feature of the U. N.’s overseas 
improved, Apresoline is a logical pre- aid projects. The jobs usually last a year. 
scription. Except in rare instances side 
effects are not a serious problem when 
the recommended maximal daily dosage 
(400 mg.) is not exceeded. 


























Health Care Council Elects Officers 


Ray E. Brown, former president of the 











American Hospital Association, was elected 





chairman of the Joint Council To Improve 
the Health Care of the Aged at the March 
3 board meeting in Chicago. Dr. Paul H. 





SUPPLIED: Tablets, 1Omg., 25mg., 50mg. 


APRESOLINE® hydrochloride 


; ; sserich of the University of Michigan was 
(hydralazine hydrochloride cisa) Jeserich of the University o ichigan was 


elected vice-chairman, and Howard I. Wells 
(Continued on page 120A) 
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When blood pressure must come down 


When you see symptoms of hypertension such as dizziness, headache, and fainting your patient is 
a candidate for Serpasil-Apresoline. Even when single-drug therapy fails, Serpasil-Apresoline fre- 
quently can bring blood pressure down to near-normal levels, reduce rapid heart rate, allay anxiety. 


#2 (standard-strength, scored), each containing 0.2 mg. Serpasil and 50 mg. Apresoline hydro- 
#1 (half-strength, scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride. 


\SIL-APRESOLINE’ Bey 


— SUMMIT, N. J. 
2/2709mK hydrochloride (reserpine and hydralazine hydrochloride cia) 

















Preludin 


brand of phenmetrazine 


hydrochloride 





Through the potent appetite- whether obesity iS simple 


suppressant action of Preludin, : 

the success of anti-obesity or complicated 
treatment becomes more 

assured—adherence to diet 

becomes easier—discomfort 

from side reactions is unlikely. 


In Simple Obesity 

Preludin produces 2 to 5 times 
the weight loss achievable by 
dietary instruction alone.'.? 


In Pregnancy 

Weight gain is kept within 
bounds, without danger to 
either mother or fetus.* 





In Diabetes 

Insulin requirements are not 
increased; they may even 
decrease as weight is lost.* 


In Hypertension 

Preludin is well tolerated and = 
blood pressure may even fall Gigy 
as weight is reduced. ' 

Patients taking Preludin 
usually experience a mild 
elevation of mood conducive 

to an optimistic and cooperative 
attitude, thereby counteracting 
the lassitude otherwise 

resulting from a reduced 

caloric intake. Thus, consistent 
weight loss over a prolonged 
period becomes more assured. 










Preludin® Endurets™-™- 

(brand of phenmetrazine 
hydrochloride), prolonged- 
action tablets of 75 mg. for 
once daily administration; and 
scored, square, pink tablets 

of 25 mg. for b.i.d. or t.i.d. 
administration. 

















Under license from 
C. H. Boehringer Sohn, Ingelheim 
References: 

(1) Barnes, R. H.: J.A.M.A. 166:898, 
1958. (2) Ressler, C.: J.A.M.A. 
165:135, 1957. (3) Birnberg, C. H., 
and Abitbol, M. M.: Obst. & Gynec. 
11:463, 1958. (4) Robillard, R.: 
Canad. M.A.J. 76:938, 1957. 
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oday. ee a growing bibliography 


confirms the importance in 
ited 


modern medical practice of 


INC 


“In...recent years,...comprehensive programs of wine research have 





been instituted in many university laboratories and clinics....Among 
the most recent findings are new evidence of dry wines’ value in the 
treatment of diabetes...; the detection of wine components which act 
as mild cardiac stimulants; marked effects in reducing basic emotional 
tension...in protecting against the shocks of sudden stimuli (both of 
these at very moderate blood-alcohol levels), and somewhat startling 
values in treating diseases of the digestive tract. 


“Especially good news to doctors are findings that certain wines are the 
most effective natural liquid stimulants of appetite for their convales- 
cent patients; that the low sodium content of the beverage permits its 


inclusion in the unpleasant low-salt diets of patients with heart trouble; 
29k 









and, finally, measured proof of wine’s value in promoting euphoria. 






Fora scientific discussion of the modern R uses for wine in convalescence, cardiology, 
urology, geriatrics, write for ‘‘Uses of Wine in Medical Practice,’’ Wine Advisory Board, 
717 Market Street, San Francisco 3, California. 





*Adams, L. D.: The Commonsense Book of Wine, New York, David McKay Company, Inc., 1958, pp. 162-163. 
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The 
council was formed in 1958 under the spon- 


was reelected secretary-treasurer. joint 
sorship of the American Dental Association, 
Hospital 


Association, and 


American Association, American 
Medical 


Home 


American Nursing 


Association. Mr. Brown is super- 


intendent of the University of Chicago 


Clinics. 


Income of Aged 
The Institute of Life 


that the 


Insurance has issued 


a study reporting income of the 
65-and-older age group is rising steadily but 
element in the 
of the 
age group has risen from 19.5 billion dollars 
in 1954 to 25 to 31 1958. Living 


costs during the past decade have risen 20 


that the one unfavorable 


picture is inflation. Annual income 


billion in 


per cent. Of all nonfarm families headed by 


persons 65 and older, two-thirds own their 


own homes, with more than 80 per cent 


mortgage-free. Annual benefits under pri- 
vate pension plans nearly doubled between 
1954 and 1958, with 1,250,000 older persons 
covered in 1958. Liquid assets of the over-65 
group have grown faster than those of any 
other age group over the decade. The pro- 
over who have 


those 65 and 


$2,000 or more or $5,000 or more is higher 


portion of 


than for any other age group. To the ques- 
a $500 medical 
bill, 82 per cent of a sample group said they 


tion of how they would meet 


would pay from savings, current income, life 
insurance, mortgages, or health insurance or 
with the help of children and _ relatives. 
Some 8 per cent said they would rely upon 
public assistance or charity, and the rest 


said they could not pay such a bill. 
© 

Local Geriatrics Programs 

taking 

munity programs across the country to meet 


Physicians are part in many com- 
the needs of the over-65 age group. In Per- 
North (¢ 


(Continued on page 122A) 


son County, Carolina, the aged pa- 















Now from Gi 


Fleischmann’s 
comes a delicious“ 
new margarine Wi 
made from 100% Yi 
golden corn oil “apih 





‘a, 


*Yes, Fleischmann’s is made from delicious golden 
corn oil, partially hydrogenated for a smooth, 
even texture. On hot muffins, toast or vegetables, 
Fleischmann’s bursts into a delicate golden good- 
ness. It is also ideal for baking. Your whole family 
will love Fleischmann’s truly delicious flavor. 


FLEISCHMANN’S CORN OIL MARGARINE 








Available wherever 


_fine foods are sold 














see how this new 
comprehensive 

formula 
controls 
cough! 
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DIMETANE® | 
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EXPECTORANT the antihistamine | 
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l | 
Each 5 cc. (1 teaspoonful) contains» L-——- es ee, ee 
Parabromdylamine Maleate 2.0 mg. Fe ee ee 2 aed ee ee oe oe ee ee 
Phenylephrine HCl 5.0 mg. ' 
Phenylpropanolamine HCl 5.0 mah ' °°. 41 - ' 
Glyceryl Guaiacolate 100.0 me * ~ | t wo Dl oniva pprovea | 
Alcohol 3.5 per cent ‘ _ . 
In a palatable aromatic base, \ | d econ p eS T an T Ss ! 
CAUTION: | = | 
Federal law prohibits dispensing \ 
without prescription. . - - - ——— 
Average Dose: \ \ fae ew eB eS Se Se eS eee eS eee 
Adults— 1 
1 to 2 teaspoonfuls four times a day) ron | 
Children— ‘1 12 eExNnector: , 
ae hares titeassoonfal dire, | \ : the expectol ant 
or four times a day. | 
Eat aefoanition T5'Pk \ that works best— 
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for less frequent, more productive cough 


DIMETANE EXPECTORANT &®> 
DIMETANE EXPECTORANT-DC > 


a nes ee ee eee ee eee ee a 
' with added dihydrocodeinone | | 
1.8 mg./5 cc. when a. 
; additional cough suppressant , 
| action is needed | 
Gee oe oe fe ee oe ne oe oe oe es ae a a 








(Continued from page 120A) 





tient’s private physician oversees a health 
team which cares for him under the Organ- 
ized Home Care Demonstration Project. 
Volunteers train the patient's family to care 
for him, instruct the family in preparing 
nutritional food, and give physical therapy 
instruction. 

Connecticut has had a Commission on the 
Care and Treatment of the Chronically 
Ill, Aged, and 1945. Nearly 


every Connecticut city has its own council 


Infirm since 


on aging. Hartford has a Senior Service 


Center which counsels older persons and 


coordinates activities of many of the city’s 
agencies. A home-care project in Hartford 
brings together visiting nurse service, phys- 
ical therapy, and homemaker service for 
those confined to their homes. 


Okanogan County, Washington, with a 


NT any rheumatic“itis’ calls for 
igmagen 


population of 
health 
through the Okanogan County Medical So- 


5 per square mile, provides 
insurance for its over-65 residents 
ciety’s Medical Service Bureau. Since 1957, 
those over 65 have been able to enroll in the 
plan as individuals. ‘The hospitals of Evans- 
ton, Illinois, provide free and part-pay care 
to the aged. In 1959, the program served 
more than 2,000 persons who made 11,687 
clinic visits to the hospitals. Physicians gave 
their time for the clinic visits and for re- 
quired hospitalization. 


New HEW Appointments 

Appointment of Dr. James Watt, director of 
the National Heart Institute of the Public 
Health Service, as special assistant on aging 
to the United States Secretary of Health, 
Education and Welfare has been announced. 
At the same time the secretary, Dr. Arthur 
S. Flemming, announced appointment of 
Robert H. Grant as director of the depart- 
ment’s special staff on aging and director of 

(Continued on page 125A) 






























Just a “simple” 
case of cystitis 
may be the 
precursor of 
pyelonephritis — ) \ 
or may actually be | \ 
the first evidence : 
of a pre-existing 
pyelonephritic 
process.’ 










WHEN TREATING CYSTITIS 
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¥ 


brand of nitrofurantoin 


to ensure rapid control of infection 
throughout the urogenital system 


Rapid bactericidal action against a wide range of gram-positive and 
gram-negative bacteria including organisms such as staphylococci, 
Proteus and certain strains of Pseudomonas, resistant to other agents 
= actively excreted by the tubule cells in addition to glomerular fil- 
tration # negligible development of bacterial resistance after 8 
years of extensive clinical use m= excellent tolerance—nontoxic to 
kidneys, liver and blood-forming organs # safe for long-term 
administration 


AVERAGE FURADANTIN ADULT DOSAGE: 100 mg. q.i.d. with meals and with food or milk on 
retiring. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
REFERENCES: 1. Campbell, M. F.: Principles of Urology, Philadelphia, W. B. Saunders Co., 
1957. 2. Colby, F. H.: Essential Urology, Baltimore, The Williams & Wilkins Co., 1953. 
NITROFURANS—a unique Class of antimicrobials—neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 


Ws 





Seane, 4:380, Aug., 1953. 


the present status of diagnosi 


“Human Biochemistry, ed. ‘ 


































































COUMADIN BIBLIOGRAPHY ; 
— studies on anticoagulant therapy with COUMADIN. 





. Friedmon, B.: The use of in the of coronary and 
Sop vascular disease, J. Tennessee M. A. 52:171, May, 1959. 2. Shapiro, S.: 
Long term therapy of coronary orteriosclercsis, Angiology 10:126; Apr., 1959. 
3. Vastola, E. F.; and Frugh, A.: Anticoagulants for occlusive cerebrovascular « 
lesions, Neurology 9:143, Mar., 1959. 4. Toohey, M.: Clinical experience with 
warfarin sodium, Brit. M. J. 2:892, Oct. 11, 1958. 5. Forter, R, R.; Richardson, D., 
ond Mouck,. H. P., Jr.: Clinical experiences with the anticoagulant warfarin 
sodium (‘Coumadin Sodivum"'), Virginia M. Month, 85:465, Sept., 1958. 6, 
Trumble, E. A.: Clinical experience with intramusculor warfarin sodium (Couma- 


e e 
oumadin is the 
din Sodium), Surg. Gynec. & Obst, 107:303, Sept., 1958. 7. Goodman, D, H.: e e 
Early clue to visceral carcinoma—hemorrhage after intravenously given warfarin, 
J.A.M.A. 166:1037, Mor. 1, 1958. 8. Shapiro, C. M.; Lisker, R.; Lichtman, A. M., Orl Ina ant on ) 
LJ 
| sheteiteiaihieieenitiantalilal 


and Josephson, ALM: Comparative clinical sody of Coumadin Sodium and 
Dicumarol in patients with thromboembolic diseases, Am. . Heart J. 55:66, Jon., 
1958. 9. Yarrow, M. W.,; Baer, S.;.Kravitz, C., and Markson, Y.:; A preliminary 
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the 1961 White House Conference on Aging. 
Since 1955, Mr. Grant has been executive 
officer of the National Heart Institute, 
which he joined in 1950 as administrative 
ofhcer for research. Dr. Watt will continue 
as director of the National Heart Institute. 


A native of Thomasville, Georgia, he has | 


served as a career medical officer with the 
National Institutes of Health since 1938. 


Vancouver Rehabilitation Center 


Remodeling and landscaping work on the 


Columbia View Manor Retirement and Re- 
habilitation Center in Vancouver, Washing- 
ton, will be completed by late spring, ac- 
cording to Harold V. King, newly appointed 
administrator. Columbia View Manor Corp. 
purchased the former Kaiser Foundation 
Northern Hospital with its 16 acres for 
$250,000 and plans to spend a like amount 
for renovation of the 300-bed wartime hos- 
pital. It will have x-ray and physical, occu- 
pational, and hydrotherapy facilities as well 
as indoor recreation 


and outdoor areas, 


hobby shops, and a chapel. 


Aged Nursing Home Patients 

Nearly 4,000 patients 80 years of age or older 
live on public assistance in nursing homes in 
the state of Washington; of these, 728 are 
over the age of 90. These figures were given 
in a recent report from the Washington 
State Department of Public Assistance. Not 
included are other nursing home residents 
in these age groups who have their own 
sources of income. 


Elderly Workers Do Jobs Well 

Most people can probably continue to work 
beyond the age of 65 without loss of effi- 
ciency. A four-year study in industrial plants 
in the Chicago area, financed by the Na- 


tional Institutes of Mental Health, uncov- | 
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ered no significant differences between the 
productivity of workers 60 to 65 years of age 
and those 40 to 45. The results of the study, 
presented in a seminar at the University of 
Chicago in December, showed some loss of 
psychomotor performance among the aged, 
an increased incidence of higher brain func- 
tioning damage, and more retinal artery ab- 
these factors 


normalities, but none. of 


seemed to impair job performance. 


California Rehabilitation Center 

The new, million-dollar rehabilitation cen- 
ter at Cedars of Lebanon Hospital in Los 
Angeles was dedicated on March 31. Prin- 
cipal speakers were Drs. Howard A. Rusk of 
New York Medical 
Center and Henry H. Kessler of the Kessler 
Institute for Physical Rehabilitation, West 


University—Bellevue 


Orange, New Jersey. The center is intended 
to provide the most modern and compre- 
hensive facilities in the West for treating 
arthritis, multiple sclerosis, poliomyelitis, 
and other disabilities caused by disease or 
accident. The daily patient capacity of 250 
will triple the present average. 


CONFERENCE REPORTS 


Twelfth Annual Meeting of the 
Gerontological Society, Inc. 
The twelfth annual meeting of the Geron- 
tological Society, Inc., was held at the Statler 
Hilton Hotel in Detroit, Michigan, on No- 
vember 12, 13, and 14, 1959, with more than 
300 fellows, members, and interested geron- 
tologists in attendance. The outgoing presi- 
dent, Louis Kuplan from California, pre- 
sided at the formal business meetings, and 
Michigan’s Dr. Wilma Donahue was _pro- 
eram chairman. 
The theme of the entire conference was 
concerned with present and future geron- 
tologic research and training. At a general 
session dealing with this subject, Dr. Jean- 
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René Treanton, University of Paris, pointed 
out the dependence of policy-making upon 
research and that certain procedural actions 
indicate other areas for research. He stated 
that most old people reject the idea of en- 
tering an institution. Dr. Henning Friis, the 
Danish National Social Re- 
search, Copenhagen, indicated that advan- 


Institute of 


tages of medical and social care more than 
offset growth in population. Cambridge Uni- 
versity Professor, Allen T. Welford, England, 
pointed out the psychologic attractiveness of 
present day gerontologic research as being 
sound and more realistic than in the imme- 
diate postwar years. Dr. Welford delineated 
3 research areas of social, physical, and psy- 
chologic promise as follows: (1) Pinpoint- 
ing detailed jobs, then modifying the job to 
fit the competencies of the person, (2) Re- 
training people to fit the jobs which are 
available, and (3) Reassessing the place of 
the older person within the family and the 
resultant There 16; a 
strong undercurrent of feeling that families 


changing relations. 
are unhappy when taking care of the aged. 
This 


ways, older people are less subject to fatigue 


discussion indicated that, in some 
than younger people. The point was stressed 
that the main difficulty with old people is 
not the learning itself but the motivation to 
accept training. 

United States 
experts held a discussion on “Beyond To- 


A team of distinguished 


day’s Horizons in Research and Training in 
Drs. E. L. Bortz, E. Clague, 
Endicott, and C. Tibbitts discussed 


Gerontology.” 
K. M. 
the vast potential of geriatric and geronto- 
logic research in the light of the medical 
and _ the 
labor force; government-sponsored activity 


practitioner; general economics 
in the biologic and mental-physical health 
fields; and the psychosocial sciences, respec- 
tively. All agreed that the United States and 
the world are on the threshold of enormous 
advances in knowledge, but only a handful 
of research activity has heretofore been un- 
dertaken. Studies of a long-time nature are 
rare, although there is an increasing num- 
ber of studies of five to seven years’ dura- 
tion. 

A variety of other gerontologic interests 
sections of the 


were covered in the 4 basic 
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conference: namely, biologic, clinical medi- 
cine, psychologic and social sciences, and 
social welfare. For the first time in the his- 
tory of the society, the general- membership 
division held concurrent meetings revolving 
around topics of general interest as well as 
intense professional concern, such as roles of 
specialists as citizens, retirement planning, 
responsibilities of communities, and redef- 
inition of the function and purposes of 
homes for the aged. 

One of the more interesting clinical medi- 
cine section papers dealt with a liver func- 
tion study in the aged. Contrary to earlier 
reports in the literature, the clinical experi- 
ence of 75 patients over 65 years, as reported 
by senior investigator, Dr. ‘Theodore Cohen, 
the Hebrew Home and Hospital for the 
Aged, Brooklyn, N.Y., indicated that, when 
there was an absence of any relevant dis- 
ease there was not an unusually high in- 
cidence of abnormal standard liver function 
tests, including the more recent serum en- 
zyme determinations. 

Drs. G. Newman and C. R. Nichols of the 
Duke University Medical Center reported 
findings that elderly persons in their seventh, 
eighth, and ninth decades continue to be 
sexually active if the personal health of 
both marital partners is good. This does not 
negate a decline in sexual activity but in- 
dicates that sexual activity does continue 
when the aforementioned conditions exist. 

Among the many biologic science contri- 
butions was an important contribution by 
Dr. James B. Rogers and his associates of 
the University of Louisville School of Den- 
tistry. Their study of the effect of aging on 
the growth of the molar teeth of 100 guinea 
pigs, divided according to ages from 11 to 


49 months, showed a relatively constant 
growth rate throughout the life of the ani- 
mal. 

The stimulating psychologic and_ social 
sciences section carried a variety of major 
research endeavors. For example, Dr. Joseph 
H. Britton of Pennsylvania University dem- 
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onstrated through a sample of 487 people 








in a rural community that a variety of solu- 
health, chronic 
physical disability, senility, and financial dif- 


tions to loneliness, poor 
ficulties exist and that these are related to 
age, sex, education, and occupation. With 
the exception of the physician and the min- 
ister or the public assitance office, there can 
be little reliance upon professional services 
when economic stress comes. 

The 


strated its growth in scientific inquiry and 


section on social welfare demon- 
dealt with multiple relationships. Among 
others, one paper dealt with public housing 
and another with motivation and interrela- 
tionships of patient staff. The latter, by 
Cincinnati Sheltering Oaks Hospital Admin- 
istrator, Samuel Lissitz, outlined an effective 
pattern of motivation of staff within a pa- 
tient-centered organization and developed 
guiding principles for staff training in estab- 
lishing effective patient relations within a 
geriatric hospital. 

Louis Kuplan delivered the presidential 
dinner address and stressed the importance 
of the relationships between services and 
The 1960 held 
concurrently with the Congress of the Inter- 


action. conference will be 
national Gerontological Association in San 
Francisco in August. While Louis Kuplan 
assumes the presidency of the international 
association, the incoming president of the 
Gerontological Society is Dr. Nathan Shock 
of Bethesda, Maryland, with Dr. Joseph T. 
Freeman of Philadelphia as the president- 
elect of the society. 


Forum on White House Conference 

The National Retired Teachers’ Association 
and the American Association of Retired 
Persons sponsored an open forum on the 
White House Conference on Aging in St. 
Petersburg, Florida, January 18 and 19. The 
meeting presented to older persons the first 
opportunity for active participation in the 
preparatory work for the conference. Pres- 
ent at the forum were Miss Bertha Adkins, 
Under Secretary of Health, Education, and 
Welfare; John E. Fogarty, United States 
Representative from Rhode Island and au- 
thor of the White House Conference on 
(Continued on page 136A) 
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MORE THAN A MILLION AMERICAN SCHOOL CHILDREN: 
ARE DOOMED TO EVENTUAL DEATH FROM LUNG CANCER 
IF PRESENT TRENDS CONTINUE. The American Public Health 


Association made this prediction last Fall and called upon “health authorities to 

undertake a broad educational effort, especially among young people, to prevent 

cigarette smoking.” 

How is this to be done, doctor? As a partial answer, the American Cancer Society 

has produced a filmstrip, TO SMOKE OR NOT TO SMOKE, based on a recent 
' study of thousands of high school students. This filmstrip is available from the 

Society’s 60 Divisions throughout the country. 


_ The effectiveness of this educational tool will depend on the support of the entire 
community—teachers, parents and, most of all, physicians. Many physicians are 
participating in the presentation of the filmstrip. 

This is another example of how the medical profession and the American Cancer 
Society can cooperate in essential public education in the fight against cancer. 
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Flavorful fare your patient will welcome! 


The secret of a successful 
high protein diet is acceptance 


The acceptance of any 
diet depends on its appe- 
tite appeal. Your patients 
should find these dishes 
both tempting—and eco- 
nomical . . . like the fluffy 
omelet above, folded over 
penny-shiced frank- 
furters. Ground meat, 
flaked fish or cheese are 
alsorich (butinexpensive) 
sources of protein. 





A mixed green salad 
topped generously with 
thinly sliced shoestrings 
of meat and cheese is a 
delicious dish, as is cot- 
tage cheese, served as a 
salad or spread on dark 
bread. And egg white 
whipped into fruit juice 
makes a frothy flip— 
while fruit and cheese 
make a satisfying dessert. 
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patient’s diet. 
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supplementation...aid in maintaining meta- 
bolic efficiency. At a time when normal func- 
tion is declining, ELDEC Kapseals help lay a 
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Aging Bill; and Sumner G. Whittier, Ad- 
ministrator of Veterans’ Affairs. Workshops 
were held for the purpose of sharing and 
developing ideas. Suggestions arising from 
the forum will be made available for nation- 
al, state, and local use in programs of prepa- 
ration for the White House Conference. 


National Health Forum 

Employers and employees alike benefit when 
employees are free to help choose their own 
of National Health 


was recent meeting. 


retirement, the 
told at 


Some 600 representatives of health and medi- 


times 

Forum their 
cine, education, religion, government, social 
welfare, industry, and labor took part in the 
March 14 to 17 sessions of the Forum at the 
Carillon Hotel in Miami Beach, sponsored 
by the National Health Council. 

Dwight S. Sargent, personnel director of 
Consolidated Edison, Co. of New York, told 
the Forum that “the free choice policy is 
ideal” on the basis of the first two years’ 
results of experiments in free choice of re- 
tirement 


age 


in his company. 

Fdison’s experience has shown that only 
the individual can make the decision as to 
what is best for him, Mr. Sargent said. Em- 
skills that 


are used, continuing them as_pro- 


ployees’ otherwise would be 
wasted 
ducers, consumers, and taxpayers, and the 
cost of pensions to the employer and the 
Before 
the experiment, men at Consolidated Edi- 
at 60. 


retire 


social security system are reduced. 


son: were retired at 65 and women 
Now fit 
untarily at 65 but are permitted to continue 


men considered may vol- 
working until 68. For women the voluntary 
retirement 
65. 


the first 


age is 60 and the mandatory 
age 

Of 
tinue working, the performance record is 8 


120 men who chose to con- 


per cent excellent, 23 per cent very good, 
64 per cent good, 5 per cent fair, and 1 per 
cent unsatisfactory. The absence severity 


(Continued on page 137A) 
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rate of the group is 2.5 days per year, com- 


pared to a companywide average of 7.2 
for all men. 

Dean John W. McConnell of the NewYork 
State School Re- 


lations at Cornell University, Ithaca, told 


days 


of Industrial and Labor 
the Forum that annual income of persons 
over 65 in the country is 6 to 10 billion 
dollars below what is needed for decent liv- 
ing at minimum levels. He proposed a high- 
level commission to tackle the problem of 
adequate income for older persons. 

Many socioeconomic problems are the re- 
sult of widespread poverty among older peo- 
ple, of the special hazard imposed by medi- 
cal care and hospitalization costs, and of 
the efforts of retired persons to supplement 
their pensions, Dean McConnell said. Re- 
tired persons receiving both social security 
and private pensions can pay medical and 
hospitalization costs, while those receiving 
social security alone cannot. Only about 
1,300,000 retired persons now receive bene- 
fits from private pensions. The unpredict- 
ability of medical care and hospitalization 
costs creates a hazard to individual incomes 
which can be reduced by some form of in- 
the 


ability of persons over 65 to, pay, he said. 


surance at annual premiums within 

Dr. I. Jay Brightman, executive director 
of the New York State Interdepartmental 
Health Resources Board, warned the Forum 
that the costs of medical care for indigent 
older persons will continue to be high in 
spite of economy measures. “We must re- 
member,” he said, “that better medical care 
is keeping patients alive longer and this in- 
creased life is often dependent upon even 
more expensive medical care.”” One way to 
reduce the number of old age assistance re- 
cipients is through better planning for in- 
come maintenance and health insurance that 
will enable more aged persons to remain in- 
dependent. Special schemes for reducing costs 
through employment of panel physicians 
and use of clinics and other mechanisms have 

(Continued on page 139A) 
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Physiologic Prophylaxis 


10 important vitamins plus minerals to help 
maintain cellular and correct 
deficiencies 


function 


protein improvement factors to help compen- 
sate for unwise choice of food 

digestive enzymes to aid in offsetting decreased 
natural production 

steroids to stimulate metabolism and prevent or 
help correct protein depletion states 

Packaging: ELDEC Kapseals are available in bottles of 100. 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 
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CITRUS BIOFLAVONOIDS 





When 
abnormal 
cellular 
metabolism 
accompanies 
stress 
conditions 


Hesperidin, Hesperidin 
Methyl Chalcone, or Lemon 
Bioflavonoid Complex are 
prescribed as therapeutic 
adjuncts for control of 
abnormal cellular activity, 
and capillary and vascular 





damage associated with 
many stress conditions. 


j These stress conditions may 
be caused by nutritional 
deficiencies, environment, 
drugs, chemicals, toxins, 
virus or infection. 





SUNKIST AND EXCHANGE BRAND 
Lemon Bioflavonoid Complex 
and Hesperidins are 

available to the medical 
profession in specialty 
formulations developed by 
leading pharmaceutical 
manufacturers. 


Sunkist 
Growers 


PRODUCTS SALES DEPARTMENT 
PHARMACEUTICAL DIVISION 
Ontario, California 




















Control 
of Habitual 
Abortion 


Disturbed capillary permeability and 
lowered capillary resistance, as 

well as the tendency toward edema 
and fluid retention, are well 


recognized in pregnancy ( Pcs 


3, 4). The bioflavonoids have been 
shown effective in controlling the 
susceptibility to edema in pregnancy 
(5) and their routine prenatal use 
has been suggested (6). 


Ecchymotic areas resulting from 
bruises and positive capillary 
fragility tests have frequently been 
observed in habitual aborters (7). 
Patients having a history of two 

or more spontaneous abortions have 
shown a marked improvement in 
fetal salvage after the addition of 
Hesperidin (a citrus bioflay onoid ), 
ascorbic acid and other factors to the 
therapeutic regimen (8, 9, 12, 14, 
15, 16). Other investigators have 
reported extensive use of the citrus 
bioflavonoids in the management of 
pregnancy with excellent results 


(18, 19, 20). 


Observations include a reduction 

in severity or prevention of 
erythroblastosis fetalis in 

Rh-negative patients when Hesperidin 
(7) or other citrus bioflavonoids 

(23, 24) were administered. 


The rationale of Hesperidin and 
other citrus bioflavonoids—in 
conjunction with vitamin C, 


nutritional factors or other therapeutic 


agents—as adjuncts in the 
managément of pregnancy and its 
complications, spontaneous abortion 
and erythroblastosis fetalis, is based 
on the premise and observation that 
capillary involvement may be a 
contributing factor. 


NOTE: For bibliography 

(B-688) write Sunkist Growers, 
Pharmaceutical Division, 720 East 
Sunkist Street, Ontario, California. 
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the hazard of reducing the quality of care. 
\nother way to reduce the cost of care is 
to prescribe drugs by generic names. The 
New York State Department of Social Wel 
fare urges public welfare agencies to insist 
on generic names whenever possible. 

Private insurance companies are prepared 
to provide “whatever coverage is desired” 
and the decision about the quantity and 
quality is up to the employers, employees, 
and unions, not the insurers, said J. F. 
Follman, Jr., director of information and 
research for the Health Insurance Associ- 
ation of America. 

“Voluntary health insurance is generally 
available to our senior citizens who desire 
such protection,” Mr. Follman said. By 
the end of this year, 65 per cent of the aged 
who need and want health insurance will be 
covered, by 1965, 80 per cent, and con- 
ceivably 90 per cent and more in another 
decade. 

Insurance companies now provide pro 
tection to the over-65 group through con- 
tinuation of insurance of active older 
workers under group insurance plans, con- 
tinuation of group insurance of retired 
workers and their dependents with the em- 
ployer paying part of the premium, con- 
version of group insurance to individual 
coverage when the employee retires, new 
insurance at individually bought policies at 
advanced ages, and issuance of policies that 
become paid up at 65. 

Major factors associated with dependency 
in old age include illness, inadequate 
social insurance benefits, and living alone, 
Raymond W. Houston, New York state com- 
missioner of social welfare, told the forum. 

A study of old age assistance recipients 
in New York State found that nearly a third 
of them were getting OAA to supplement 
insurance benefits averaging $42 a month. 
More than 77 per cent of the men and wom- 
en were widowed or never had married. 
Physicians’ care was required by 68 per cent 


(Continued on page 143A) 









here are some of the ways hypertensive patients 


benefit when you prescribe DUBE 












organic 
changes of 
' hypertension 

arrested — 
or reversed — 




















edema 
associated with 
hypertension 
is 
relieved 














effective by itself in a majority of patients with mild or moderate hypertension, 
and even in many with severe hypertension... should other drugs need to be 
added, they can be given in much lower than usual dosage. 


< 


DIUPRES-250 DIUPRES;500. 


250 mg. DIURIL (chlorothiazide), 500 mg. DIURIL (chlorothiazide), 
0.125 mg. reserpine per tablet. 0.125 mg. reserpine per tablet. 
One tablet one to four times a day. One tablet one to three times a day. 


| information, write Professional Services, Merck Sharp & Dohme, West Point, Pa 


DIUPRES and DIURIL are trademarks of Merck & Co., Inc. 


@ MERCK SHARP & DOHME, Division OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 








3 ECONOMICAL WAYS TO INCREASE PROTEIN | @ 
IN GERIATRIC DIETS - 


form to tempt the geriatric patient who balks at bland food. 


For breakfast —at only 3¢ per 1 0z. serving. 
Gerber High Protein Cereal supplies 
approximately 10 grams protein from 
oats, soya, wheat gluten and yeast, 
scientifically blended for a good assort- 
ment of amino acids. Its nut-like flavor 
has grown-up appeal. Conveniently 
ready to serve with milk, hot or cold. 


For dinner—at about 23¢ per 3¥2 02. 
serving. 


Gerber Junior Meats provide an aver- 
age of 17.5 grams high quality protein 
from selected Armour cuts. Their fat 
content is low—much less than home 
prepared meats. Their minced texture 
and savory goodness overcome chew- 
ing problems and poor appetite. Beef, 
Lamb, Chicken, Pork or Veal. 


Extra protein in extra-flavorful 


For supper or junch—at about 19¢ per 
434 02. serving. 

Gerber’s High Meat Dinners yield 
approximately 9 grams protein. These 
Gerber-pioneered products contain 
three times as much meat as regular 
vegetable and meat combinations. This 
extra meat is combined with selected 
vegetables and cereal for unusual flavor 
interest and a generous assortment of 
nutrients. Beef, Chicken, Veal, Turkey 
and Ham. Strained or Junior (minced). 
Like all Gerber Foods, the High Protein 
Cereal, Meats and High Meat Dinners 
are ideal for live-aloners. They require 
little preparation—are readily and 
economically available at grocery stores. 


Gerber. Products 


FREMONT, MICHIGAN 
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of the group, and hospital care by 15 per 
cent. Home-care programs which now suc- 
cessfully serve the poor will increasingly be- 
sick of all 
brackets, Dr. Franz Goldmann of the Har- 
Public Health 
predicted. The trend toward extension of 


come available to the income 


vard University School of 


Blue Cross benefits and growth of group- 
practice prepayment plans will result in in- 
creasing availability of short- and long-term 
home care. 

Properly organized and supervised home 
care is advantageous to the patient because 
it permits service in the home setting, as- 
sures continuity of care after hospital dis- 
charge, and reduces the medical bill. It also 
contributes to the best utilization of hospital 
beds and reduces capital expenditures. 

Another public health expert, Professor 


Adelia M. Beeuwkes of the University of 
Michigan, pointed out that food habits de- 
veloped during the 40s and 50s can be criti- 
cally important in preventing “nutritional 
deterioration” in old age. 

Although the body needs fewer calories 
with increasing age, nutritional intake must 
remain balanced in order that good health 
be maintained. It is fallacious to attribute 
all emotional disorders of older persons to 
organic cerebral changes for which nothing 
can be done, said Dr. Matthew Ross, med- 
ical director of the American Psychiatric 
Association. Instead, a variety of psycho- 
therapeutic methods should be used with 
them. Various individual psychotherapies 
have been useful with older patients. 

Dr. James E. Perkins of New York, man- 
aging director of the National ‘Tuberculosis 
Association since 1948, was elected president 
of the Forum, and Dr. James H. Sterner, 
medical director of the Eastman Kodak Com- 
New 


president-elect, to take ofhce in 1961. 


pany, Rochester, York, was named 









quieting...calming 
® 


... has a gently controlling effect on blood pres- 
sure and tension, without unpleasant side effects. 


...a conservative, safe amount of reserpine (0.1 
mg. per tablet or teaspoonful) combined with 
15 mg. BUTISOL Soprum® butabarbital sodium. 


Tablets, Elixir, Prestabs® Butiserpine R-A 
(Repeat Action Tablets) 


McNEIL LABORATORIES, INC. 
Philadelphia 32, Pa. 
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Comparative Effectiveness i. lJ ¢ F A K 
in softening fecal mass 


Capsule 
ae softens up 


fecal Calcium Bis-(Diocty! Sulfosuccinate) 


a (0 3 times 
the normal 

daily fecal 

excretion 


Therapeutic effectiveness in constipation 
depends on a more complete softening of the 
increased fecal load. ONE Surfak capsule is all 


that is needed to soften fecal matter up to 
three times the normal daily fecal excretion. 






































800 Expected increased fecal 
quantity in constipation 
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Dioctyl Sodium 
Sulfosuccinate 
2 - 100 mg. 
capsules 
per day 
600 


500 Normal 


daily 
fecal 
excretion 


This superior fecal softening effectiveness of 
Surfak is demonstrated in the chart shown, which 
indicates that a much wider range of patients 
—even those with severe constipation—can be 
successfully treated with only one capsule 
daily with usually complete freedom from side 
effects. Surfak is non-laxative, thus eliminating 
the “griping,” flatulence, oily leakage 
or danger of habituation often associated 
with laxative therapy. 
DOSAGE: One Surfak 240 mg. soft gelatin 
capsule daily for adults. Surfak 50 mg. soft 
gelatin capsules—for children, and adults with 
minimum needs, one to three daily. 
SUPPLY: 240 mg.—bottles of 15 and 100. 

50 mg.—bottles of 30 and 100. 














Daily Dose Effective in Wide Range of Patients LLOYD BROTHERS, INC. 





CINCINNATI 3, OHIO 
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Metamine Sustained’ helps 
you dilate the coronaries pr 


1 tablet 


METAMINE SUSTAINED (triethanolamine trinitrate biphosphate, 10 mg., in a unique sustained- 
release tablet) is a potent and exceptionally well tolerated coronary vasodilator. Pharmacological 
studies at McGill University demonstrated that METAMINE “exerts a more prolonged and as good, 
if not slightly better coronary vasodilator action than nitroglycerin . . .”! Work at the Pasteur 
Institute established that METAMINE exerts considerably less depressor effect than does nitro- 
glycerin.? Virtually free from nitrate side effects (nausea, headache, hypotension), METAMINE 
SUSTAINED protects many patients refractory to other cardiac nitrates,’ and, given b.i.d., is ideal 
medication for the patient with coronary insufficiency. Bottles of 50 and 500 tablets. Also: 
METAMINE, METAMINE WITH BUTABARBITAL, METAMINE WITH BUTABARBITAL SUSTAINED, 
METAMINE SUSTAINED WITH RESERPINE. 


1. Melville, K. I., and Lu, F.C.: Canadian M.A.J., 65:11, 1951. 2. Bovet, D., and Nitti-Bovet, F.: Arch. Internat. 
de pharmacodyn. et therap., 83:367, 1946. 3. Fuller, H. L., and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 
3:322, 1956. 
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IN EMPHYSEMA, 
WHEN EVEN TALKING IS AN EFFORT— 


“Isuprel... 18 most helpful in making breathing easier.” 


“Bronchodilator agents... are an essential component in the treatment of pulmonary emphysema... 
isopropylarterenol (Isuprel) has been the most useful in our experience.’’” 


Prescribe the most useful agent in the most efficient, convenient. form — 


ISUPREL MISTOMETER® 


complete -single-unit nebulizer,. delivers accurate, unvarying dosage to smallest bronchi. 


Dosage: Two inhalations from the MISTOMETER four times daily routinely, and whenever bronchospasm occurs in 
emphysema or asthma. 
Supplied: !suprel MISTOMETER, 1:400 Isuprel solution, 10 cc. (200 doses). 


1, Andrews, A. H., Jr., and Coogan, T. J.: M. Clin. North America 42:155, Jan., 1958. 2. Blanton, W. B., Jr., and Patterson, 
J. L., Jr: South. M. J. 50:1441, Dec., 1957. 
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in pain, such as that of cancer, Thorazine’, 


brand of chlorpromazine 


one of the fundamental drugs in medi- 


cine, reduces by potentiation the amount} 


of narcotic needed; alleviates the anxiety | 


that intensifies suffering; improves the 
patients mental outlook. Also, controls 


nausea and vomiting. 

















